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Editor’s Page 


IN PRESENTING SEVERAL papers in this issue 
on rehabilitation, we are reminded anew 
of the ever widening horizons of practice. 
This does not mean that rehabilitation is 
a separate field, still less that it is a new 
specialization. Rather, skills and insights, 
sometimes too isolated, sometimes too scat- 
tered, are being brought together as well 
as the new therapeutic processes which are 
constantly being developed under various 
auspices. Each of the humanistic profes- 
sions maintains that its concern is with the 
whole person even though each has its own 
“angle of vision.” Social work, although 
often partialized in its approach, has long 
claimed the person in his society as its 
client. The emergence of rehabilitation 
offers the occasion to affirm some of our 
most strongly established competencies. 

Rehabilitation is the acknowledged goal 
of much family treatment in both public 
and private welfare efforts. Social services 
in convalescent centers, sheltered work- 
shops, institutions of all kinds, especially 
those for handicapped children, have been 
offered for half a century by social workers 
with medical, psychiatric, and child welfare 
backgrounds. The adequate functioning 
of the total personality is our “case” and 
our objective. To this end social work has 
adapted its knowledge and experience in 
psychosocial adjustment. Social workers 
have convincing data to show that rehabili- 
tation is incomplete and often unattainable 
unless the family shares in treatment for 
the individual patient. This is true whether 
the problem shows itself as aberrant be- 
havior or in physical or mental traumata. 
The test of parenthood is whether the 
adults can accept the increased frustration 
and dependency, while continuing to sup- 
port, encourage, teach, bring out, and build 
on latent strengths. 

In beginning stages, emphasis was given 
to physical medicine and vocational train- 
ing and placement. Income maintenance 


and wage earning capacity were considered 


of first importance. But today, everyone 
is committed to the large task of socializing 
the handicapped person so that he may 
have greater life satisfactions as well as 
economic self-sufficiency. Here social work 
offers its distinctive contribution of group 
and individual treatment to the attainment 
of socialization. Rehabilitation should be 
started early; too long periods of inactivity, 
whether from unemployment or illness, are 
equally destructive. The significance of an 
emotionally meaningful relationship is as 
much part of treatment as in the child 
guidance clinic. The reduction of parental 
guilt, often showing itself in resignation 
or undue pressure on the child; the setting 
up and management of therapeutic envi- 
ronments in the home, foster home, or 
group living experience; the diagnostic 
evaluation of the total situation; the inter- 
pretation and implementation of reason- 
able goals for patient and family—these are 
familiar and tested paths. Every worker 
and every teacher of the handicapped must 
be a therapist. How else is the unresolved 
conflict which often underlies and compli- 
cates recovery to be handled? How else 
distinguish normal from pathological re- 
gression? How help the child or adoles 
cent meet the insecurities of lost skills or 
skills never achieved in the struggle for 
self-esteem and successful maturity unless 
the social worker can adapt his general 
knowledge of group experience and pro 
gram to the needs of the handicapped indi- 
vidual? How essential it is that the hurt 
young person, even more than others, can 
have the training in life—in social:zation— 
which will create a sense of adequacy. 
No one profession can bring about re- 
habilitation. Effective programs are multi- 
discipline. Professional roles will be clari- 
fied but what one dares to hope is that 
social workers will be restrained by no false 
modesty in contributing their competence 
in psychosocial treatment to this purpose— 
restoration for the fullest possible life. G.H. 
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BY ARTHUR DUNING 


Rehabilitation: A New Specialization? 


THE USUAL POINT of departure in handling 
such a complex subject as rehabilitation is 
to define terms. If the meaning of rehabili- 
tation could be worked out, undoubtedly 
many other problems would be nearer solu- 
tion. One often hears: “We don’t know 
what it is” or “We don’t know what's differ- 
ent about it,” or “What is a rehabilitation 
setting?” Since schools of social work and the 
current Curriculum Study of the Council 
on Social Work Education are asking ques- 
tions about the place of rehabilitation in 
the curriculum, one way of approaching 
the problem is to consider social work edu- 
cation’s part in preparing graduates for 
rehabilitation as a specific area of practice. 
The confusion in meaning becomes espe- 
cially evident when staff positions in schools 
of social work are to be filled—does one 
look to medical or psychiatric social work 
or to someone from a vocational rehabilita- 
tion agency? 

Rather than define the term according 
to one of the seven definitions given in a 
recent monograph," this discussion will con- 
sider first some of the programs on the 





ARTHUR DUNING, M.A., is presently a Fulbright 
lecturer at the University of Rangoon in Burma. 
This article is based on a paper presented to the 
Faculty Colloquium in November 1956 when the 
author held the post of director for the rehabilita- 
tion project of the School of Social Welfare, Uni- 
versity of California, Berkeley. 
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social welfare scene that are tagged rehabili- 
tation and then point up the problems 
encountered in one school of social work 
as it moved to do something about this 
perplexing area of practice. 


REHABILITATION PROGRAMS 


In narrowing down the social services (all 
of which might be termed rehabilitative by 
many people) to those specifically termed 
rehabilitation services, the following are 
noted: 


1. Some voluntary health associations 
have developed programs, including direct 
services, geared to understanding the pa- 
tient and his problems as he returns to 
work. A research study of 1,383 tuber- 
culous patients was done under the auspices 
of the Office of Vocational Rehabilitation 
and illustrates the research interests of that 
36-year-old federal program. Crippled chil- 
dren’s societies are developing rehabilita- 
tion facilities including multiple services 
such as physical therapy, social service, and 
sheltered workshops. Heart associations 
operate work classification clinics offering 
medical, social, and vocational evaluation 
and services. 





1 Rehabilitation of Mental Hospital Patients, 
Public Health Monograph No. 17, United States 
Department of Health, Education, and Welfare 
(Washington, D. C.: Government Printing Office, 
1953). 
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2. Hospitals, both voluntary and public, 
are moving in the direction of creating 
rehabilitation services. Too few hospitals 
have had any bed allocation for rehabilita- 
tion services. Veterans Administration hos- 
pitals for a number of years have had a 
physical medicine and rehabilitation serv- 
ice. The medical specialist who is looked to 
for leadership in such programs has been 
recognized by a specialty board only for the 
last seven years. 

3. Rehabilitation centers offer an “in- 
tegrated program activity in all the required 
services covering medical-surgical, social, 
psychological and vocational.” According 
to the California Bureau of Hospitals, in 
its review of some 200 rehabilitation facili- 
ties in the summer of 1955, there was no 
such comprehensive facility in the state of 
California. In fact, there were only 23 such 
services in the entire United States. 

4. Sheltered workshops, as transitional 
employment, are being developed to meet 
the needs of the disabled for a protective 
experience before going into the competi- 
tive labor market. Contracts are written 
with industries for work done on _ ther- 
apy center premises and for which the dis- 
abled receive a wage. Altro workshops 
organized by the TB association forty years 
ago are being used for various illnesses, 
including mental illness. 

5. The state employment service has pro- 
vided counselors for placement of the 
handicapped. This group of counselors 
works very closely with the agencies men- 
tioned here in bridging the gap between 
bed and job. 

6. The American Public Welfare Associ- 
ation has a statement of policy, “The Place 
of Rehabilitation in the Public Welfare 
Program.” 2 Every public welfare worker 
is aware of and feels pressured by the move 
to get not only disabled fathers but mothers 
receiving Aid to Dependent Children assist- 
ance and other public assistance recipients 
into jobs where they will be self-supporting. 





2 Public Welfare, Vol. 13, No. 2 (April 1955) 
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According to one estimate, 22 percent of 
dependent families have a problem of 
disability.’ 

Examples of public welfare’s interest are 
multiple. For instance, in the Chicago 
Welfare Department in 1947 a rehabilita 
tion division began operations and recently 
in September 1955 a vocational rehabilita 
tion project was set up in the San Mateo 
County, California, Department of Public 
Health and Welfare. According to the 1956 
Social Security Act amendments state public 
welfare plans must “provide a description 
of services now made available . . . to help 
them [applicants and recipients] attain self- 
support or self-care.” Some people con- 
sider these changes a “perversion” of the 
original ADC program which had as a chief 
purpose the provision of funds whereby 
mothers deprived of support could remain 
in their own homes. Others point with 
pride to the savings in dollars to the tax- 
payer and, incidentally, the benefits to the 
client as he achieves a new “level of per- 
sonal and social well-being and _ useful- 
ness.” Social work positions are available 
at state, area, and county levels that are 
geared to providing “rehabilitation serv- 
ices” for county welfare clients. 

7. The last service is the one usually 
thought of as rehabilitation. Some of those 
listed above might not have been included 
in another classification scheme but cer- 
tainly the Office of Vocational Rehabilita- 
tion, within the Department of Health, 
Education, and Welfare, with its 89 coun- 
terparts throughout the states and _ terti- 
tories, would have been listed first. This 
agency is charged with offering “any goods 
and services necessary to render a handi- 
capped individual fit to engage in a re- 
munerative occupation.” Through district 
offices a staff of rehabilitation counselors 
and medical and psychiatric consultants are 
available for diagnosis, counseling, physi- 
cal restoration, training, maintenance and 





3 Harry Page, “Progress Toward Control and Pre- 
vention of Dependency,” Public Welfare, Vol. 14, 
No. 4 (October 1956). 
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transportation, necessary supplies for start- 
ing a job, placement, and follow-up. Few 
social agencies have the equivalent in medi- 
cal consultation that is available here to 
help the counselor in his rehabilitation 
planning with the disabled client. Here 
is an attempt at a total evaluation and a 
total push toward getting clients into jobs. 
In California, social work was on the voca- 
tional rehabilitation scene in the past, but 
it was not a mutually satisfactory experi- 
ence. This service, which represents a con- 
cept that embodies the medical, psycho- 
logical, social, and vocational, depends for 
the “social” on whatever knowledge the 
mostly educationally oriented counselors 
(85 percent) bring to it or on other agencies. 


DEFINITION AND GOALS 


Rehabilitation has been defined “as an ‘all 
out,’ concerted, dynamic process that in- 
volves the use of professional skills and 
community resources, when and as they 
are necessary, to help handicapped people 
achieve the maximum functioning of which 
they are capable.” * However, in spite of 
a few strong voices, rehabilitation continues 
to get measured in terms of its success in 
getting a man to a job. This is the tail 
that wags the dog. So, the President in 
1954 looked toward rehabilitating in 1959 
200,000 of the nearly 250,000 disabled an- 
nually. This would be as many in one 
year as were rehabilitated in the twenty 
years between the creation of OVR and 
1943 when the Social Security Act was 
changed considerably. The most recent 
figures show that OVR is falling far short 
of the President's goal, having rehabili- 
tated only 71,000 last year. 

To achieve any such goal as the Presi- 
dent established, it was recognized that 
personnel needed to do the job was one 
of three obstacles (the other two, funds 
and facilities, will not be discussed here). 





* Benney, Celia, “The Role of the Caseworker in 
Rehabilitation,” Social Casework, Vol. 36, No. 3 
(March 1955). 
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Public Law 565, Sec. 4(a)(1), provided 
for “paying part of the cost of projects 


for . . . training, and traineeships 
which . . . hold promise of making a sub- 
stantial contribution to the solution of 


vocational rehabilitation problems com- 
mon to all or several states.” Note the 
words “‘paying part of the cost” which has 
been further interpreted by OVR in say- 
ing that a teaching grant is “to supplement 
rather than to substitute for institution 
funds” and although “the share of the 
project cost which is to be assumed by 
the applicant is not specified . . . it is ex- 
pected that the institution’s share will be 
as large as possible.” 

The other part of the training section 
of the law to be underlined indicates that 
projects must “hold promise of making a 
substantial contribution to the solution of 
vocational rehabilitation problems.” Such 
promise seems to require setting up an 
evaluation so that, with validity, schools 
of social work through training and trainee- 
ships can indicate what they are contrib- 
uting to solve vocational rehabilitation 
problems. 

During the last academic year, OVR ex- 
tended support through teaching or trainee- 
ship grants to six major fields: 

No. of Educational 


Institutions 
October 1, 1956 





Rehabilitation counseling 34 (training and 
traineeships) 
Social work 32 (training) 


Medicine 24 (traineeships) 
10 (training) 


€ 


21 (either) 


~ 


Occupational therapy 


Physical therapy 0 (training) 


Nursing 5 (either) 
OVR recognizes that this is not a one- 
profession job, that all six mentioned above 
may make a substantial contribution. How- 
ever, Cecile Hillyer, chief of the Division 
of Training of OVR in Washington, stated 
at the 1956 Council on Social Work Educa- 


5 





tion meeting in Buffalo that major em- 
phasis was being placed upon training 
rehabilitation counselors and physicians in 
view of the tremendous shortages in those 
two fields. Here is the over-all trend in 
teaching and traineeship grants: 
No. of Educational 
Institutions Receiving Grants 








1955 1956 1957 
Training grants 25 124 134 
Traineeships 1,074 1,177 1,333 


In 1957, $1,083,385 was granted for train- 
ing and $1,666,615 for traineeships. In 
the first year, social work received 29 per- 
cent of the total training grant money. 
Thirty-one new teachers were added to 
faculties of schools of social work, 11 of 
whom were field instructors. The Council 
on Social Work Education was active in 
planning with OVR for social work’s part 
in rehabilitation. Also, OVR has an ad- 
visory social work panel to establish policies 
affecting schools of social work. 


REHABILITATION CONTENT FOR 
TEACHING PURPOSES 


As recently as November 1956, vocational 
rehabilitation staff commented that the 
content of the rehabilitation counseling job 
is not known. The comment reflects much 
of the confusion during these first two years. 
Not knowing what the job is, it is difficult 
to spell out curriculum needs. In January 
1955, at the CSWE meeting in Chicago, the 
following basic elements were prescribed 
for a training program in social welfare: ° 

1. Knowledge about the problems of dis- 
ability, including an understanding of 
the physical and emotional aspects of the 
major disability conditions, methods of 
clinical and rehabilitation treatment, the 
meaning of illness or disability to the indi- 
vidual and its significance for rehabilita- 
tion; 





5 Education for Social Work, Concurrent Sessions 
of the Third Annual Program Meeting (New York: 
Council on Social Work Education, 1955), p. 31. 
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2. Specific knowledge of the work-world, 
e.g., occupational standards, working con- 
ditions, physical and other demands of 
jobs, principles and practices of personnel 
administration. 

3. Opportunity for the development of 
skill in interprofessional collaboration in 
rehabilitation programs.” 

At one time OVR seemed insistent on 
getting more information about the work 
world or what might be phrased the “so- 
ciology of occupations.” Although this 
does not appear in a recent publication as 
a basic element important in the develop- 
ment of social work curriculum, it is sub- 
sumed in the “development of skill in inter- 
professional teamwork.” 

With such guidelines as the above, 
schools of social work were on their own in 
determining directions. The first thing 
most schools had to do was to find a faculty 
person to take responsibility for developing 
the initial plan. Some schools asked for 
planning grants and were given an amount 
of money with which to decide the part they 
might play in rehabilitation training. 

In a review of bulletins from 56 schools 
of social work (Spring 1956), 22 listed field 
work placements in agencies with names 
that indicated rehabilitation programs. 
This survey did not include hospitals be- 
cause the availability of a so-called re- 
habilitation service within those hospitals 
could not be determined. Only 6 schools 
offered courses that dealt specifically with 
rehabilitation as a method, setting, or phi- 
losophy. At least one school has developed 
a specialty in “Rehabilitation of the Handi- 
capped” and offers 8 units in three courses 
in (1) Vocational Adjustment, (2) Rehabili- 
tation Problems and Programs, and (3) 
Case Studies. 

Late in 1955 another school reported the 
initiation of a course in rehabilitation that 
had the following stated purposes: 


To understand present-day concepts of 
rehabilitation in the light of their his 
torical development; 
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To get an overview of the existing 
structure of HEW programs in the 
United States with attention to their in- 
ter-relatedness; 

To view current and future needs for 
rehabilitation services and study the de- 
velopments of and present status of the 
federal-state program of vocational re- 
habilitation; and 

To consider present problems and fu- 
ture needs in relation to the essential 
elements of a full rehabilitation program. 


Still another school believed that some 
adaptation of curriculum was indicated but 
saw no basic change. Gaps and under- 
emphasis of certain elements were recog- 
nized and an attempt was to be made to 
meet the need. A fourth school said the 
curriculum needs “more specific application 
of psychodynamic understanding to prob- 
lems of work adjustment and more empha- 
sis on meaning of work and its place in the 
lives of adults.” 

The University of California at Berkeley 
said that: 

To enlarge the supply of social workers 
for the rehabilitation of physically or 
mentally handicapped persons; and 

To develop an increased awareness of 
rehabilitation philosophy and methods 
on the part of not only all social work 
students, but also groups to whom social 
work relates in the larger community; 
and 

To improve the knowledge and skills 
of personnel already engaged in rehabili- 
tation services; 

It is proposed that (1) the social wel- 
fare curriculum continue to be studied 
and revised appropriately, (2) new or 
changed field work settings be developed, 
(3) short-term training opportunities be 
provided, and (4) continuing research on 
rehabilitation problems be carried out. 


Thus in terms of (1) above, this school 
aligned itself with those who do not think 
in terms of.a rehabilitation specialty, but 
recognized that there may be something in 
rehabilitation that recommends itself to 
changes in the program. In regard to cur- 
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riculum, only one course, Social Welfare in 
Interdisciplinary Practice, was substituted 
for another course. This was aimed at de- 
veloping “skill in inter-professional team- 
work”—one of the musts for social work 
curriculum, according to OVR, by delineat- 
ing the role and function of the various 
disciplines and by studying the social 
worker in relation to those disciplines. This 
is a skill that apparently is needed, accord- 
ing to faculty and agency members of a 
school-appointed study committee on re- 
habilitation, the medical social workers,*® 
and a recent regional mental health survey." 
Within the courses on the social services, in- 
formation regarding the legal background 
and organization of rehabilitation services 
is to be found. Content pertaining to dis- 
abilities, physical restoration, and rehabili- 
tation as a third phase of medicine is pro- 
vided in the growth and change courses. 
Use of such knowledge and casework skills 
is the responsibility of methods courses. 
One of the methods teachers said nearly 
every first-year case includes something on 
the meaning of illness. 

As for field work, the school at Berkeley is 
using three agencies, specifically a rehabili- 
tation center, a welfare council, and a dis- 
trict office of the Bureau of Vocational Re- 
habilitatson (only six schools use such voca- 
tional rehabilitation agencies), that are 
recognized rehabilitation settings although 
no review would be complete without men- 
tioning other medical and psychiatric field 
work settings and even the departments of 
public welfare which have a rehabilitation 
focus. 

What is a rehabilitation setting? Why 
differentiate? Here is OVR’s definition: 
“A ‘rehabilitation setting’ is considered to 
mean an agency or institution operating an 





6 Teamwork: Philosophy and Principles. Mono- 
graph II in the series “Social Work Practice in 
Medical Care and Rehabilitation Settings” (Wash- 
ington, D. C.: American Association of Medical 
Social Workers, 1955). 

7 Mental Health Training and Research in the 
Western Region (Western Interstate Commission on 
Higher Education, 1956). Multilithed. 
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organized program of rehabilitative services 
designed to help physically or mentally 
handicapped persons function optimally in 
society within their capacities and limita- 
tions. Such a rehabilitation program may 
exist in a wide variety of agencies, public 
and voluntary, such as hospitals, clinics, 
rehabilitation centers, tuberculosis sani- 
toria, sheltered workshops, adjustment cen- 
ters for the blind, crippled children’s serv- 
ices, and state vocational rehabilitation 
agencies. Minimum essentials of an organ- 
ized program of rehabilitative services are 
(1) a systematic plan of operations for help- 
ing its client group achieve rehabilitation, 
and (2) a multidisciplinary staff represent- 
ing the major fields concerned with re- 
habilitation.” ® 

The third proposal by the Berkeley 
school concerned “short-term training op- 
portunities.” In the fall of 1955, two six- 
lecture extension courses for practitioners 
in rehabilitation were offered to 33 persons 
from nearly that many different agencies. 
Last fall a ten-session course on “medical 
and health programs in social work prac- 
tice” was organized jointly by a physician 
serving the departments of public health 
and social welfare and the school. This 
series of lectures was offered to nearly 100 
county welfare workers. In this way, the 
school may be able to make a “substantial 
contribution to the solution of vocational 
rehabilitation problems.” A summer work- 
shop for practitioners on “Supervising for 
Rehabilitation” has been organized. 

The need for research in respect to re- 
habilitation is evident. Starting with a 
group of clients that agencies are not able 
to “rehabilitate,” a group of students 
studied some of the characteristics of this 
group which was a severely disabled, non- 
involved, late-referred group that had mul- 
tiple problems preventing progress toward 
employment. Finding “motivation” a fre- 





8 Training Grant Programs of the Office of Voca- 
tional Rehabilitation (Washington, D. C.: U. S. De- 
partment of Health, Education, and Welfare, 1956), 
p. 13. 
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quently used measurement in respect to de. 
termining a client’s potentials, this concept 
has been isolated for study and the de. 
velopment of criteria of motivation. 


A “‘NEW”’ SPECIALTY? 


A big question for schools of social work 
remains as to the part that they will con- 
tinue to play in the present rehabilitation 
interest. Do they say, as Eleanor Cockerill 
has, that “in the broadest meaning of this 
term is contained the essence of what social 
casework has been endeavoring to offer indi- 
viduals throughout its long period of 
growth and development”? ® Are there new 
beginnings implied in the rehabilitation 
idea or is it just that some rearranging 
should be done? Is there a body of re. 
habilitation knowledge to be learned? 
There are at least two forces pushing in 
the direction of initiating something new. 
OVR represents the first force and although 
broad interpretations are made in respect 
to the use of funds in social work educa- 
tion, that agency still insists on “positive 
identification of the OVR grant funds and 
the expenditures of the grantee.” ! In other 
words, the funds from both OVR and the 
university should be recognizable within 
the program as rehabilitation-directed. In- 
cidentally, that agency also requires a 
“designated program director.” Thus, 
specially tagged rehabilitation funds move 
schools to think in terms of a special project. 
Ruth Smalley has this to say: 
Understandable also is the grave con- 
cern of schools which have used funds 
made available by agencies interested in 
specific fields of practice as a means for 
recruitment of students, and for the sup- 
port of a substantial part of their educa- 
tional programs. Once again, social work 
educators are asked to take the long view, 
to risk the step that means progress and 





9 Eleanor Cockerill, “Medical Social Work in the 
Vocational Rehabilitation Program,” Smith College 
Studies (December 1944), pp. 83-100. 

10 Training Grant Programs of the Office of Vo- 
cational Rehabilitation, op. cit., p. 6. 
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development for the profession as a whole 
and for education for the profession, even 
at the cost of possible immediate loss or 
temporary dislocation in program.” 


The generic under such circumstances may 
come at too great a cost. 

The second force is the field of practice, 
in this instance rehabilitation, but in others 
that are identifiable, medical, psychiatric, 
school, corrections, family, and children’s 
social work. Fields of practice such as re- 
habilitation say in effect that they cannot 
depend on schools of social work for per- 
sonnel and demand a new profession. The 
two-year graduate program may lack specific 
content in regard to certain fields, but does 
that warrant a new professional discipline? 
Within the vocational rehabilitation sphere, 
the greatest push for a new specialization 
occurs. Here is where many of the prob- 
lems during these first two years of OVR’s 
training plan have occurred. Both coun- 
seling psychologists, encouraged by the 
VA’s recognition of them as rehabilitation 
counselors, and vocational rehabilitation 
counselors, within federal and state offices, 
talk of a new profession, and the National 
Rehabilitation Association (1956) supports 
this in its study of rehabilitation counseling 
which “has a professional scope . . . con- 
cerned with all areas of the adjustment 
of the disabled.” '* The field says, “Give 
us specialists, not generic social workers 
capable of moving into a variety of settings.” 

There are questions regarding how 
closely schools tie themselves to the needs of 
fields of practice, how much they listen to 
those needs, and how much confidence can 
be developed “both in social work knowl- 





11 Ruth Smalley, Specialization in Social Work 
Education (New York: Council on Social Work 
Education, 1956). 

12 A director of rehabilitation counseling program 
denies (this was in April 1957) a new professional 
discipline but states the intent as that of training 
“counselors working in the field of rehabilitation. 
Che discipline itself is an established one: the 
counselor.” 
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edge and skill as constituting the basic 
competence of social work personnel and in 
the intent and capacity of social work to use 
[that] competence to help” agencies accom- 
plish their purpose.'* Some of the rehabil- 
itation facilities look toward a specializa- 
tion as an answer to giving them a person 
to meet their needs. Schools of social work 
seem to say, “Let us move in the direction 
of the generic, but while doing it, let us take 
funds from the specialized groups and con- 
tinue to hold on to much that implies 
specialization.” In the rehabilitation in- 
stance, that would be rehabilitation field 
work and perhaps some specialized rehabili- 
tation courses. Rehabilitation agencies are 
not satisfied and some social workers feel 
short-changed as far as knowledge and skills 
are concerned. Maybe if agency needs and 
gaps-in-training can be put together, some 
changes in curriculum will result. 

This leads to a word about social work's 
inflexibility, a “scare’’ word, for sure, but 
let us look at some rehabilitation evidence. 
Without asking for a jack-of-all-trades-and- 
master-of-none and without passing over 
lightly social work’s response to changing 
social needs, what has occurred? While 
social work saw “the similarity of the role 
of the rehabilitation counselor . . . to the 
role of the social caseworker,” schools of 
education and departments of psychology 
were moving to create curriculum and field 
work that would meet the needs of reha- 
bilitation agencies. 

Social work continues to have a responsi- 
bility in respect to the disabled client. That 
responsibility includes preparing social 
workers to be effective professional staft 
members of agencies serving the disabled. 
Adaptation of curriculum to meet new or 
changing needs of the field is required. 
Without such adaptation, social work may 
again find itself losing ground to new “pro- 
fessional groups” that are willing to think 
big and beautiful thoughts. 





13 Smalley, op. cit. 











BY RUTH D. ABRAMS AND BESS S. DANA 


Social Work in the Process of Rehabilitation 


BoTH IN VOCATIONAL counseling and in 
social work, confusion is often engendered 
in the rehabilitation process because of 
overlapping areas of interest, responsibility, 
methods of treatment, and ultimate goals. 
Many counselors and social workers recog- 
nize the need for further clarification to 
bring about more effective functional in- 
tegration of the disabled individual. To 
explore and assess some of these problems, 
a conference was held last year which in- 
cluded a selected group of counselors, 
social workers, and resource personnel. 
The conference considered such questions 
as the total needs of the handicapped indi- 
vidual, the kinds of skills and knowledge 
required to meet these needs, the effect of 
the setting on function, the readiness and 
motivation and timing of goals for voca- 
tion rehabilitation, the direction or co- 
ordination of the teamwork effort, and the 
maintenance of continuity in the provision 
of diagnostic treatment and management 
responsibilities. 





RUTH D. ABRAMS, M.S., is assistant professor at the 
Boston University School of Social Work and super- 
visor, Social Service Department, Massachusetts Gen- 
eral Hospital, Boston. BESS S$. DANA, M.S., is asso- 
ciate professor of social economy and director of 
medical social work, Simmons School of Social Work, 
Boston. This paper is based on the verbatim data 
of the social workers who participated in the Con- 
ference on Counseling and Social Work in the Proc- 
ess of Rehabilitation held at Boston University in 
June 1956. The conference was sponsored by the 
United States Office of Vocational Rehabilitation. 
The participants were Mrs. Katherine P. Cavell 
(leader), Mrs. Ruth D. Abrams, Mildred Alexander, 
Tessie Berkman, Mrs. Bess Dana, John Horwitz, 
Mrs. Ralph Kolodny, Jeanne Murphy, Kathleen 
O’Donohue, Isabel Stamm, and Ethel Swengel. 
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SOCIAL WORK PHILOSOPHY AND GOALS 
IN REHABILITATION 


Even though rehabilitation has been at the 
core of social work philosophy since the 
profession began, the current emphasis 
upon rehabilitation as a distinct process in- 
volving a variety of professional skills re- 
quires that social workers take a fresh look 
at their place in the total rehabilitation 
effort. Such self-examination necessarily 
requires an appraisal of the effects of social 
work philosophy and goals upon social 
work practice in rehabilitation. 

Implicit in social work philosophy is a 
deep belief in the integrity of the indi- 
vidual, in his capacity and right to deter- 
mine the way of life that is best for him. 
Coupled with this belief in self-determina- 
tion is the conviction that man, to attain 
full self-realization, must know the choices 
of action possible for him, and should be 
able to look to society to assist him in 
obtaining those basic health and welfare 
services he is unable to obtain through his 
own efforts. In social work terms, man is 
viewed as a whole human being who brings 
to his present situation a significant past 
and aspirations for the future. To be un- 
derstood fully, he must be seen not as an 
isolated figure, but as a member of society 
with family, friends, and work associates. 

Translated into rehabilitation efforts, 
this means that social workers in rehabilita- 
tion view the person with a physical and 
mental handicap in terms of the psycho 
social forces that have helped to shape him, 
in terms of the potential that he possesses, 
with his resources of past and present, for 
a meaningful life. This view of the handi- 
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Social Work in the Process of Rehabilitation 


capped person places emphasis not only 
upon knowing the individual patient but 
upon full knowledge of the resources of 
family, friends, and over-all community as 
they have affected and will continue to 
affect the outcome of rehabilitation efforts. 
Establishment of rehabilitation goals is de- 
pendent upon thorough knowledge of how 
the patient functioned before his injury 
or illness, how he reacts to his present situa- 
tion in these same areas, and consequently 
how he can be expected to respond. Pre- 
diction for the climate best suited to opti- 
mum rehabilitation thus is a dynamic 
process. 

Successful rehabilitation, as social work 
regards it, begins at the point when the 
patient becomes ill or incapacitated by 
accident and necessitates the offering of 
help to him and his family in a continuing, 
comprehensive way that takes into account 
the many facets that contribute to the 
whole of rehabilitation. These include: 

Adjustment to illness and hospitaliza- 
tion, 

Acceptance of medical recommendations 
and procedures; 

Relieving or diminishing the social and 
emotional difficulties that stand in the 
way of making full use of medical care; 

Posthospital planning that not only 
makes use of the best available resources 
for convalescent care but also is planned 
with those persons who recognize the need 
for continuity of care and vocational plan- 
ning that is realistic and acceptable to him, 
his family, his employer, and coworkers; 

Maintenance of the helping relationship 
during treatment, convalescence and, if 
indicated, during the period of job re- 
training and placement to ensure the com- 
prehensive and continued mental health 
capacities already realized and desired by 
the patient and his family. 

Social work recognizes, through its phi- 
losophy and goals, that the attitudes and 
feelings of its practitioners toward the 
individual and his situation influence the 
effectiveness of social work treatment. It 
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is, therefore, a basic requirement that social 
work practitioners develop self-awareness 
in the areas of their reaction to physical 
handicaps, personality patterns, and envi- 
ronmental conditions, so that they can use 
themselves effectively toward achieving a 
therapeutic relationship with patients and 
families. In rehabilitation, specifically, the 
social worker must come to terms with the 
realistic situation. 

If the patient and his family are to learn 
to live positively with his handicap, they 
must accept the fact that it is necessary to 
endure some conflicts, anxieties, and re- 
strictions as protection against unbearable 
difficulties. If the social worker is to help 
them achieve such acceptance, he, too, must 
be convinced that restrictions are an essen- 
tial concomitant of human existence. Thus, 
the situation of the handicapped person 
is, in principle, no different from the gen- 
eral human situation. The more the social 
worker and the patient come to terms with 
this concept without such crippling atti- 
tudes as resentment or hopelessness, the 
better opportunity accrues to the patient 
for self-realization. Only by awareness of 
their own attitudes can the social worker, 
patient, and patient group work toward a 
therapeutic goal. 

Helping the handicapped person return 
to the world of work is an important com- 
ponent of the over-all rehabilitation goal. 
In actual social work practice, however, 
there is sometimes delay and hesitancy in 
setting the vocational goal. Some social 
workers, mindful that work relationships 
are among the last that the individual 
makes, tend to work with the patient first 
in the area of his domestic and social rela- 
tionships. Others, aware of the depend- 
ence-independence conflict in every human 
being, are fearful that too early concentra- 
tion on vocational planning may push the 
patient beyond his psychological readiness 
to give up his dependency needs and may 
fix him at a dependent level. 

Uncertainty about timing of the actual 
referral for specific vocational planning 





should not, however, affect the considera- 
tion of the vocational goal concurrently 
with other goals. Understanding the pa- 
tient’s need to get well or remain ill, and 
evaluating his vocational satisfactions and 
dissatisfactions are important areas to share 
in the decision about the patient’s readiness 
for vocational plans. The patient himself 
will provide the best clues both as to timing 
and the selection of the vocational goal 
that is best for him. 

The social worker and others working 
with the patient during the intervening 
period can help most by creating a climate 
conducive to recovery. They are ready to 
help as soon as the patient shows evidence 
of ability to move from one step to the 
next along the road to rehabilitation. This 
is a matter of watchful waiting, alertness 
to clues, encouragement, and readiness to 
support at each point that the patient evi- 
dences ability to move ahead. This is dif- 
ferent from “delay,” “hesitancy,” and “un- 
certainty about timing.” 

While social work philosophy and goals 
are directly applicable to over-all rehabili- 
tation philosophy and goals, difficulties in 
communication between social workers and 
other team members may obscure this. Cur- 
rent methods of communication must be 
examined because communication is the 
lifeline through which the social worker 
can effectively translate into actual accom- 
plishment his deep belief that the handi- 
capped person can lead a meaningful life. 


SOCIAL WORK RESPONSIBILITY 


Case finding. Case finding is the first step 
in rehabilitation. The social worker's 
activity in case finding includes (1) the 
identification of the people in need of re- 
habilitation services; (2) the provision of 
information about the availability of such 
services; and (3) helping the patient and 
his family work through any resistances 
that interfere with the acceptance of such 
services. 

It should be emphasized that case finding 
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is a responsibility of all social workers re- 
gardless of setting and specialty. For ex- 
ample, the public welfare worker is in an 
excellent position to identify in his case- 
load not only the obvious candidate for 
rehabilitation services but the individual 
with a potential handicap. Working in 
this way, social workers will be more effec- 
tive in preventive rehabilitation programs. 

Psychosocial diagnosis. Adequate and 
accurate psychosocial diagnosis is basic to 
effective social work treatment. Such diag- 
nosis is founded upon a thorough under- 
standing of the factors that affect person- 
ality development and change. Thus, in 
formulating psychosocial diagnosis, the so- 
cial worker takes into account the inter- 
play between dynamic psychological factors 
and environmental factors. He looks to 
both past and present for clues to under- 
standing (1) how the patient relates to new 
situations; (2) how the patient relates to 
authority figures; (3) the ego strengths in 
patient and family; (4) strengths and weak- 
nesses related to his growth and develop- 
ment; (5) the relationship between the 
patient and his family; (6) the  socio- 
economic status and aspirations of the pa- 
tient and his family and cultural group; 
(7) the meaning of illness to patient and 
family; (8) the way the patient and family 
respond to medical care and their atti- 
tudes toward the various members of the 
rehabilitation team; (9) the meaning of 
work to patient and family, especially as 
it relates to motivation, ability and op- 
portunity; (10) the readiness of patient 
and family to take the next steps in 
rehabilitation. 

Psychosocial diagnosis as a dynamic 
process is effective only as it illuminates 
the way of offering ongoing rehabilitation 
services. Social workers can and should 
venture an opinion as to how handicapping 
a disability is to the patient, although 
at the same time, such opinion must not 
be regarded as static. Diagnostic thinking 
forms the basis for prediction as to the 
climate of optimum living for the patient 
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Social Work in the Process of Rehabilitation 


in social, vocational, and recreational areas. 
Social workers should use their diagnostic 
knowledge to suggest areas of optimum 
work adjustment—this would include the 
type of job, the kind of environment, the 
personality and sex of employer and co- 
workers (especially supervisor) that the pa- 
tient could most effectively utilize. 

Overoptimism has its dangers. Social 
workers should recognize when a case is 
hopeless vocationally and not let them- 
selves be pushed by the unrealistic aspira- 
tions of patient, family, and community 
toward goals that cannot be realized. At 
the same time, because social work has 
always been concerned with setting goals 
for improvement in all areas of living, the 
social worker should be alert to the fact 
that in the evergrowing, everchanging re- 
habilitation field, the unrealizable goal of 
today can become realizable tomorrow. 
Psychosocial diagnosis, while necessarily 
confined to the consideration of present 
resources, may well point the way to areas 
for change and development in the future. 

Social work treatment. Social work treat- 
ment in its broad perspective includes di- 
rect services to patients and their families 
as well as other key people in their envi- 
ronment. These services can be offered 
through (1) casework, (2) group work, 
and (3) community organization. In addi- 
tion to direct services, social workers in 
any of these specialties may offer their serv- 
ices through consultation, education, and 
research. 

The caseworker begins where the patient 
is in helping him to work through the 
problems that may stand in the way of 
achieving the rehabilitation goal. Recog- 
nizing that the attitudes of family, friends, 
and employers may influence the course 
of rehabilitation, the caseworker includes 
work with the family and other key per- 
sons in the patient’s milieu as part of his 
direct treatment responsibility. The social 
casework method embraces four major 
areas: environmental manipulation, psy- 
chological support, clarification, and in- 
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sight therapy (occasionally used and cus- 
tomarily under the supervision of a psy- 
chiatrist). The choice of methods and/or 
combination of methods obviously depend 
upon the psychosocial diagnosis of the 
patient. This focuses on assessing the rela- 
tionship between psychological and envi- 
ronmental factors which affect the be- 
havioral functioning of the patient in his 
total life situation. For example, difficulties 
in interpersonal relationships may underlie 
the patient’s inability to move toward an 
optimum employment situation, or the 
type of body image to which a patient 
clings may need modification before he 
can accept and wear a prosthesis. 
Although social work has served the 
handicapped primarily through casework, 
group work is slowly and surely moving 
into this field. The aim of the group 
worker in serving a handicapped individual 
is to enable him to enter into group ex- 
periences, either with other handicapped 
persons or nonhandicapped persons, or 
both, in order to derive emotional support 
from association with people. To achieve 
this goal, the group worker structures and 
guides the patient through involvement in 
program activities. Through verbal ex- 
change with group members, through the 
development of relationships with other 
members (including the group leader or 
supervisor), and through participation in 
the performance of group tasks and in the 
resolution of group problems, the handi- 
capped person’s creative talents are ex- 
panded, his skills are improved, and his 
sense of personal and social worth is height- 
ened. The professionally trained group 
worker uses environmental modification, 
psychological support, and clarification as 
does any other social worker to bring about 
effective treatment of the individual. 
Reaching out to the handicapped person 
and his family is an important casework 
technique when the patient and his family 
cannot ask or recognize their need for 
help. Part of the treatment responsibility 
of the social worker in one rehabilitation 
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agency included helping the patient and 
family to use not only casework help but 
working through their resistances toward 
using the services of other members of the 
rehabilitation team in the medical setting 
itself and in the community. 

Community resources. The referral 
process is an integral part of total casework 
treatment. Social workers, in addition to 
knowing the community resources available 
for patient and family, have a real re- 
sponsibility to help patient and family 
make the most positive use of these re- 
sources. This means careful preparation 
of patient and family for referral, free 
sharing of pertinent information with the 
outside agency, the delineation of respec- 
tive lines of responsibility, and the main- 
tenance of free-flowing communication 
between agencies. Only through exercis- 
ing these controls in referral can continuity 
of care, an essential component in the reha- 
bilitation effort, be maintained. 

There is need for more effective con- 
tinuity of services—a continuity which has 
no time limit but recognizes that regression 
and an inability to live with oneself may 
occur in the home or the work situation 
long after regular treatment has been com- 
pleted. Provision must be made so the 
patient feels free to return for help with 
a new or recurring problem. This area of 
providing continuous help and maintain- 
ing mental health is one of social work’s 
most significant contributions to the reha- 
bilitative effort. 

The social worker in rehabilitation has 
a role wider than just the treatment of the 
individual case situation. He is in an ex- 
cellent pos:zion, through his work with the 
individual patient, to observe the factors 
in both the medical care agency and the 
over-all community that affect the achieve- 
ment of the rehabilitation goal whether for 
good or ill. He must, therefore, look for 
ways of communicating his experience with 
the case load to other staff and improve- 
ment of the total program. The adminis- 
trators of social work programs in reha- 


14 





ABRAMS AND DANA; 


bilitation should encourage staff to express 
freely their ideas about the work in which 
they are engaged. There should be oppor- 
tunities for them to participate in program. 
planning and policy-making both within 
the agency and the community. 

The emphasis upon the multidiscipline 
approach in present-day rehabilitation 
practices places increased responsibility 
upon the social work profession for indirect 
as well as direct services. Three major areas 
of indirect services, t.e., not directly on be- 
half of patients, merit further attention and 
study, namely, education, consultation, and 
research. More and more social workers 
are being called upon to participate in the 
educational preparation on the graduate 
and postgraduate level of doctors, nurses, 
physiotherapists, and other professional 
groups. In addition, social work is con- 
centrating upon the introduction of reha- 
bilitation content into the over-all social 
work curricula, and many workshops, insti- 
tutes, and conferences for social workers 
are being conducted to enhance the social 
work contribution to rehabilitation. The 
growing use of consultation as another 
method designed to introduce and develop 
recognition of the social component in 
rehabilitation is viewed with special in- 
terest by those who recognize that the 
employment of the social work consultant 
in program planning, problem-solving, and 
staff development may be an effective way 
of meeting the problems created by the 
current shortage of trained social work 
personnel. More multidiscipline research 
in rehabilitation is needed, too. Here, 
again, the social worker has a significant 
contribution to make that should be en- 
couraged as a valid and important use of 
professional capacities. 

Not only has the social worker a re- 
sponsibility in multidiscipline research but 
he should also make appraisals of the func- 
tion and services of his profession. In all 
settings, his day-to-day practice provides a 
wealth of data to study. His findings will 
help in the growth of social work and add 
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Social Work in the Process of Rehabilitation 


significant material to the studies of the 
helping professions. If appropriately gath- 
ered, focused, and evaluated, social work 
data can and should be useful not only in 
providing material for more comprehen- 
sive care of individual patients through 
indicating methods for improved services 
to patients; but, in addition, will give 
significant information regarding the im- 
pact of environment and personality on 
health and disease in individuals attending 
clinics, in hospitals, and in communities. 


DIFFERENCES AND SIMILARITIES 


Certain clues exist as to differences between 
vocational counseling and social work in 
the rehabilitation process. These may be 
stated as follows: 

1. Social work, as the older of the two 
groups, has achieved a certain uniformity 
of educational standards and practice that 
vocational counseling is now in the process 
of developing. Thus, it is easier for social 
work to speak as a single voice than it is 
for counseling. 

2. Social work is philosophically dedi- 
cated to comprehensiveness and continuity 
as comprising the core of its services. In 
rehabilitation it is therefore more likely 
to regard the vocational goal as one of 
many goals rather than as one single goal. 

3. At the present stage of development, 
social work appears to place greater em- 
phasis on the importance of the patient's 
readiness for vocational planning, and be- 
lieves that if he is given sufficient under- 
standing and help in making each step 
toward recovery, the patient himself may 
be able to make his own vocational plan. 
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4. Social workers, in medical settings in 
particular, are accustomed to regarding the 
doctor as the captain of the team, whereas 
the vocational counselor sees him more as 
a resource along with others. 

5. Social workers are family-oriented and 
increasingly in rehabilitation recognize the 
importance of working with family mem- 
bers as an integrated part of total treat- 
ment. The counselor appears to be more 
patient-focused. 

6. Social workers see every aspect of the 
patient's life situation, past and present, 
as having a significant bearing upon his 
future. While this over-all view is be- 
ginning to be accepted and used by the 
vocational counselor, it does not as yet 
have the same general acceptance in voca- 
tional counseling. 

These differences—which sometimes ap- 
pear irreconcilable—are continually being 
modified in intensity and degree, for both 
vocational counselors and social workers 
hold certain basic beliefs in common. A 
common belief in the dignity and rights 
of man, in his capacity and right to par- 
ticipate in his own rehabilitation, a mutual! 
recognition of some of the limitations im- 
posed upon the vocational counselor by 
governmental regulation and by commu- 
nity and industrial attitudes toward the 
handicapped, a deep conviction that no 
one profession alone can help the handi- 
capped person effectively—all these serve 
to make the differences appear soluble. 
The core of the solution lies in communi- 
cation, not as a magic substance that is 
created by mere physical presence or by 
the written word, but as a defined process 
that can be studied and thereby learned. 
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BY JOHN A. P. MILLET, 





Understanding the Emotional Aspects 


of Disability 


A LIKING AND respect for one’s fellow human 
beings is an indispensable ingredient to any 
profession to whose members the health, 
hopes, and convictions of other people are 
matters of daily concern. In rehabilitation 
work, however, these basic attitudes are 
not sufficient. Counselors in this field must 
know techniques used in the retraining 
process; must have a good working knowl- 
edge of the dynamics of human emotions, 
attitudes, and behavior; must have respect 
for the contributions of other members of 
the team; and must learn how to enrich 
their own understanding through frequent 
discussions with them of problems they are 
unable to resolve alone. While avoiding 
the temptation of overidentification be- 
cause of his sensitivity to the disabled per- 
son’s reactions, the counselor must at the 
same time represent a noncritical, under- 
standing, supportive, and reasonable ex- 
ternal world. 

The first principle in implementing a 
program of rehabilitation is the need to 
secure maximum participation by the dis- 
abled person, both in understanding the 
significance of his disability and in accept- 
ing the goals and techniques of the re- 
habilitation program. The secret of this 
lies in the quality of the personal contact 
between the patient and rehabilitation 
worker, whether physician, nurse, nursery 
school teacher, or physical therapist, and 





JOHN A. P. MILLET, M.D., is chief, Psychiatric Serv- 
ice, American Rehabilitation Committee, Inc., New 
York, N. Y. This article is based on a paper given 
at the Institute of Rehabilitation held at Bryn 
Mawr College in June 1956. 
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this in turn depends on understanding 
those motivations which tend to aid or im- 
pede recovery. This discussion will be 
limited to a consideration of those disabil- 
ities that overtake the previously healthy 
adult and the complicated effects of such 
misfortune on him and his family. 


WHAT EVERY PERSON NEEDS 


When a human being is healthy, he is moti- 
vated by the Jesire to make the fullest use 
of his capacities, both mental and physical, 
in the process of adjustment to his physical 
and social environment. While allowance 
must be made for the many differences that 
distinguish one individual from another, 
there are nonetheless certain common de- 
nominators of need in everyone. These 
might be roughly classified as the need for 
self-respect, the need for social acceptance, 
the need for satisfying work, the need for 
adequate recreation, the need for freedom 
of choice (whether of career, of recreational 
outlets, of religious observation, or of a life 
partner), and, finally, the need for an inti- 
mate love relation in which there is a mu- 
tually satisfying exchange of human affec- 
tions and an uncomplicated release of bio- 
logical energies. 

Beneath all these, however, lies the 
most basic need of all, the need for a 
healthy physical body which can be taken 
for granted and can perform any but the 
most exacting tasks the individual assigns 
to it. Consider then, for a moment, some 
such person—someone who is_ physically 
healthy, who 1s reasonably satisfied with his 
position in life and with his personal, 
social, economic, and occupational out- 
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look. He swims, so to speak, in a favor- 
able medium; his basic physical and emo- 
tional needs are being adequately expressed 
and he may be said to be in equilibrium 
with the environment. He may not be a 
champion swimmer but his stroke is sure 
and he has no fear of drowning. If he 
scrapes his skin against a rock or gets an 
unexpected mouthful of salt water, he is 
not overwhelmed. The fact that he can 
swim gives him pleasure; the fatigue from 
the effort makes his resting time relaxing 
and restorative. The state of equilibrium 
so fortunately attained, in our example, 
may be considerably disturbed or even 
totally shattered by some unexpected event 
resulting in a serious illness or injury. 

In order then to understand the funda- 
mental problems that must be dealt with in 
rehabilitating a disabled person, we must 
first take stock of what sort of equilibrium 
this person had achieved prior to his disa- 
bility, in terms of the specific needs enumer- 
ated above. Was he normally healthy, did 
he have a job that he liked, did he make 
enough money to meet his minimum needs, 
did he live in a loving atmosphere, did he 
have heavy responsibilities for others, was 
he well liked, did he like other people, did 
he have any interests aside from his job? 
If a good estimate can be made of this 
predisability adaptive pattern, it is easier 
to forecast the kind of reactions he might 
show during the changing phases of the 
rehabilitation process. The shattering of 
the usual pattern of equilibrium by the dis- 
ability implies not only the altered equi- 
librium within the body and mind of the 
disabled person, but a corresponding dis- 
equilibrium in the environment of which 
he was a dynamic part. Changes occur in 
the domestic scene: parents, wives, sweet- 
hearts, or children can no longer react in 
the same way. The environment in a social 
sense has to find a new formula for its own 
equilibrium—new patterns of adjustment. 
The group has suffered a social amputation 
of one of its component members. Those 
individuals in the group who are most 
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strongly affected by this disaster will need 
help in effecting this new adaptive orienta- 
tion. The more unstable the equilibrium 
that existed prior to the disaster, the more 
urgent will be the need for help in this 
quarter. Even if the disability is such that 
the victim is withdrawn temporarily from 
the group, both he and the group continue 
to share some kind of adaptive relationship. 
The more uncertain the outcome of the dis- 
ability, the less the possibility of restoring 
the original patterns of equilibrium, the 
more lively these disturbances are apt to 
become, and the greater the obstacles that 
will be placed in the road to rehabilitation. 


DISABLED PERSON FEELS DIFFERENT 


Let us turn now to the disabled person him- 
self. Aside from whatever pain or emo- 
tional distress he may experience after the 
first shock has been recorded, the outstand- 
ing feeling he has is one of being somehow 
different; he is now deprived of his accus- 
tomed powers, which he had taken for 
granted as his inalienable right, and 
through which he had found release and a 
sense of accomplishment. His idea of him- 
self as an operating unit suffers a sudden 
change. At this point the resilience of the 
personality first becomes possible of evalu- 
ation. He is obliged by the nature of things 
to set up some compensating attitudes or 
defenses to protect himself against the 
temptation toward self-pity or self-depre- 
ciation, reactions which, implying as they 
do either a sense of having been unjustly 
treated or of having committed some sin of 
omission, are ineffective defenses against the 
loss of self-confidence. The longer the 
period in which this unit of psychophysical 
integration has been counted on to do its 
part, the harder it will be for the person 
either to accept emotionally the altered 
status of the self, or to train satisfactory 
functions to replace or to compensate for 
that which is no longer available. 

Physical disability with its fears and dis- 
couragement presents an immediate threat, 
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not only to the individual, but to those who 
depend on him for financial support and 
affection. To the surgeon or the physician, 
whose chief concern may be to limit the 
advance of the physical disability, the sig- 
nificance to the patient and his family of 
the immediate and remote future of the dis- 
ability may seem to be of secondary im- 
portance. He may be too busy, too im- 
patient, or too uncertain of the outcome to 
provide the reassurance desired or to out- 
line rehabilitative measures with definition 
sufficient to provide the patient and his 
family with a clear vision of the future. 
Only too often the patient feels that his dis- 
ability means he is letting his folks down. 
He projects his new attitude of self-depre- 
ciation into the attitudes of others and 
feels apologetic toward them; or he is so 
furious over the new restrictions on his 
freedom and the limits set upon his ability 
to issue orders that he feels the whole busi- 
ness of rehabilitation is nonsense. Such 
fearful negativistic reactions can be so ra- 
tionalized as to lead to a goal of continuing 
dependency, which may show itself in 
clinging to family and distrusting those who 
are attempting to speed the process of re- 
habilitation, or in persistent concern with 
bodily symptoms that may or may not be 
directly referable to the disability itself. 
Hence, active and realistically geared pro- 
grams of rehabilitation need to be initiated 
as soon as the acute phase of the disability 
has been given attention. 


TOTAL DIAGNOSIS 


The early days in the care of a disabled 
person should be utilized for certain specific 
purposes: (1) the emergency care; (2) the 
careful evaluation of the degree of the an- 
ticipated recovery; (3) the noting of the 
patient’s emotional reactions and attitudes 
to the disability; (4) contact with the family 
and obtaining as complete a social history 
as possible; and (5) a consultation with a 
rehabilitation expert to discuss the possi- 
bilities for retraining or for the reduction 
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of the disability to its irreducible minimum, 

During the early days of convalescence, 
it becomes evident whether the initial 
shock has so disturbed the emotional 
equilibrium of the patient or of his family 
as to require close professional follow. 
through in the form of psychotherapy, or 
social casework, or both. No pains should 
be spared to use this period for making a 
personality and aptitude survey of the 
patient and a social diagnosis. Given such 
initial and streamlined attention, the dis 
abled person is far less likely to lapse into 
a chronic state of negativism. His conf. 
dence in his social environment is sustained 
or restored and his ego is more rapidly 
brought back to a state of equilibrium. One 
of the problems may then be the handling 
of impatience. The urge back to health 
may defeat its own aims. An independent 
old lady who falls and breaks her hip is not 
advancing her cause if she sneaks out of bed 
one month after the bone has been nailed 
together and falls down a second time. 

It is helpful, of course, to most patients 
to find themselves in good company. This 
new group identity which comes to exist 
in any community of the disabled, be it 
orthopedic ward, tuberculosis sanitarium, 
or mental hospital, provides the disabled 
person with a new challenge in self-evalua- 
tion. He is now only different from others 
in degree rather than in the fact of disa- 
bility. He may see around him others who 
have made a satisfactory comeback from a 
similar or more serious disability, as well as 
some whose disability is less than his but 
who are not making rapid progress in re- 
habilitation. In this area, of re-evaluation 
of the self and its capacities, a skillful psy- 
chotherapist can be of great assistance. In 
many cases, however, the accepting attitude 
of the family and the realistic outlook of 
the patient may make such special help un- 
necessary. 


OBSTACLES TO REHABILITATION 


Many hurdles must be taken if the goal of 
maximum rehabilitation is to be reached. 


Social Work 





aon FS 


wn 


MILLET: 


imum, 
cence, 
initial 
tional 
‘amily 
ollow.- 
oY, OF 
hould 
ing 0 
f sthe 
such 
© dis. 
» into 
confi 
2ined 
pidly 
One 
dling 
ealth 
dent 
; not 
bed 


riled 


ients 
This 
x ist 
e it 
um, 
bled 
lua- 
hers 
lisa- 
who 
Na 
] as 
but 
re- 
ion 
>sy- 
In 
ide 

of 
un- 








Emotional Aspects of Disability 


The first and most important is the over- 
coming or lessening of the patient’s own 
negative reactions to his disability, his fears, 
his diminished self-confidence and _ self- 
esteem, and the substitution of positive atti- 
tudes based on a realistic evaluation of his 
own personality and the degree of rehabili- 
tation that can be anticipated. 

In evaluating the individual’s chances for 
maximum rehabilitation, community re- 
sources must be given high priority in the 
plans that are made and, consequently, in 
the outline of rehabilitation presented to 
the patient. The raising of false hopes can 
undermine optimism and reduce the 
chances of optimum rehabilitation for any 
patient. The second hurdle, then, is the 
realistic evaluation of the community re- 
sources in relation to the patient’s needs. 

The next hurdle is the family. The more 
they can be helped to adjust to their 
changed expectations, the less likely they 
are to get in the way of the rehabilitation 
plans. While the task of lessening their 
shock initially devolves first upon the 
doctor and the nurse, the continued sup- 
port of the family may come to be shared 
by the minister, the social workers, the wel- 
fare worker, and the rehabilitation agent or 
agency. For best results, thought must be 
given early to the roles that will be carried 
by each discipline in this task of recrystal- 
lizing a pattern of outlook to which both 
the patient and the family can make a co- 
operative and constructive contribution. 

The next hurdles are less likely to be 
foreseen. Among them are unsatisfactory 
emotional relationships between the patient 
and one or more members of the rehabili- 
tation team, or between the patient and the 
institution which supplies the personnel, 
the equipment, and the regulations under 
which its services are rendered. This 
source of stress, may often reflect past pat- 
terns of resistance to authority and rules on 
the part of the patient, but too often it is 
the result of failure of the agent or agency 
to understand the personality, needs, and 
present frustrations of the patient. 
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Another obstacle for which the patient 
has no responsibility is the all-too-frequent 
conflict of interest, authority, and technical 
approaches employed by the individual 
members of the rehabilitation team. The 
possibility of such conflict should never be 
overlooked. It is apt to appear in any 
group where different individuals have 
special functions to perform in the pursuit 
of a shared purpose. Pride of craft, im- 
patience, personal antagonisms, fear of criti- 
cism, all contribute their jot or tittle to this 
pool of discontent, and to the friction which 
results. The patient is the innocent victim. 

What are some of the misconceptions 
which may lead to the appearance of this 
unexpected hurdle? One of them is the 
“either-or” idea. A client is either a welfare 
problem or a problem for muscle retrain- 
ing. A specific disability is ether a med- 
ical-surgical one or a psychological one. 
One particular profession or discipline 
holds all the answers, or practically all, an 
attitude which by implication plays havoc 
with the idea that anybody else has the 
right to say anything, much less to think 
that his opinion should be given careful 
consideration. 


OVERCOMING THE OBSTACLES 


Certain basic approaches to the task of re- 
habilitating the disabled could, if con- 
sistently followed, eliminate most of these 
problems. 

First and foremost must be adequate 
medical care, which includes correct diag- 
nosis, skillful treatment, accurate prognosis, 
and continuing supervision during the 
periods of convalescence and retraining. 

Second, the techniques of clinical psy- 
chology should be called upon to determine 
the nature of the patient’s reaction to his 
disability, the fundamental emotional and 
intellectual bases of his total personality, 
his inner resources, as well as those weak- 
nesses which, if unrecognized, might ob- 
struct his rehabilitation. 

Third, the structure and attitudes of the 
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family, as well as their economic status, 
should be fully and sympathetically in- 
vestigated by the social worker on the team, 
and her specialized skills extended to the 
family in the form of supportive therapy, 
if appropriate, and investigation of suitable 
social and recreational outlets for both in- 
dividual and family participation. 

Fourth, when the situation calls for par- 
tial or total financial support of the family 
during the period of the emergency, the 
proper official of the welfare department 
should be called in to determine the need 
and to recommend whatever subsidy is at 
that time allowable. The knowledge of 
the total family climate obtained by the 
social worker will be of greatest assistance 
to the welfare worker. The attitude of the 
welfare worker will be influenced by the 
reception which is extended and by the 
readiness or reluctance to answer questions. 
Since it is highly important to the patient 
that his family be as free from anxiety and 
hostility as possible, the approach which 
the welfare worker has to the delicate busi- 
ness of investigating and reporting on the 
situation is quite important. 

Fifth, the goal of future employability 
should be one of the first considerations in 
outlining the program. If the disability is 
such that there is no likelihood of the 
patient's returning to his old job, the ques- 
tion of available aptitudes and interests 
must be considered, and a realistic evalua- 
tion made of the patient’s employability in 
some other field. If there is no employment 
goal in view, the disabled person is apt to 
hang back in his own mobilization of 
effort. 

Sixth, the rehabilitation program must 
be tailored to fit not onty the individual's 
needs and capacities, but the actual facili- 
ties, both of personnel and equipment, 
which are available in the community. 
Furthermore, the selection of the employ- 
ment goal must be considered not only 
from the standpoint of the individual 
patient’s potentialities, but from the gen- 
eral and special employment situation at 
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that time and in that particular commy. 
nity. 

Finally, the rehabilitation team should 
meet at regular intervals to report progress, 
ask questions, receive suggestions, and join 
in discussions. In an ideal situation the 
team should be headed by a chairman or 
co-ordinator whose responsibility it is to 
administer the program and to see that the 
joint decisions of the conference group are 
carried out with dispatch and efficiency. He 
also acts as a clearing-house for special re. 
ports, and is responsible for calling on what 
ever members of the team he feels are 
needed for whatever intervention seems in- 
dicated. 

Success in rehabilitation programs de. 
pends on sound planning, effective leader- 
ship, and adequate resources, both per 
sonnel and equipment, as well as quarters 
suitable for the carrying out of the pro 
gram. If these provisions are adequate, 
there must be the maximum possible un- 
derstanding of and respect for the needs 
and aspirations of the disabled person, and 
a will to do whatever is possible to speed 
his rehabilitation. Respect and sympathy 
for the patient, however, are not enough. 
Every member of the team should respect 
every other member, realizing that even if 
there is disagreement, most disagreements 
in such programs come from lack of expe- 
rience, and from not understanding the 
part which each member of the team has to 
play in the total program. Just as the 
child of quarreling parents may be victim- 
ized by the break-up of a marriage, so the 
patient may be the one to suffer if antagon- 
isms develop between members of the re- 
habilitation team which are not promptly 
resolved. 

Failures may result from many causes. 
Probably the most important one is the in- 
dividual’s own reactions to the program as 
it unfolds. Inadequate resources, whether 
of personnel or equipment or both, make 
successful programs little more than a 
dream. If team morale is poor and an 
tagonisms are rife, the low morale will 
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Emotional Aspects of Disability 


probably filter through to the patient and 
lessen his own enthusiasm for the job. If 
an incorrect estimate of his strengths has 
been made at the outset, strengths on which 
must depend his ability to meet the chal- 
lenge and seize the opportunities presented 
by the program, both he and those who are 
his trainers are apt to lose heart and be be- 
wildered. If tensions build up between 
him and some individual member of the 
team, they may result in the abandonment 
of the program, with a subsequent retreat 
into chronic invalidism. If, therefore, a 
technical supervisor or, for that matter, any 
member of the team begins to be puzzled by 
his own feelings of antagonism or by the 
patient’s unreasonable hostility toward 
him, he should report these observations 
promptly and get whatever suggestions are 
available, whether from the psychiatrist or 
psychologist, or administrator. 

An entire rehabilitation program may 
turn out to be disappointing if the dis- 
abled’s first or second efforts at resuming 
employment are not successful. To restart 
life at the competitive level after a long 
period of rehabilitation in a relatively 
sheltered atmosphere is necessarily a great 
adventure. Self-consciousness and _ self- 
doubt may still be factors in the situation. 
The first employer may have only consented 
to take him on because of labor shortage 
and may have been discouraged by his 
relative inexperience or physical limita- 
tions. Re-employment must be regarded 
as experimental, and part of the retraining 
and relearning process. It must be the role 
of the rehabilitation team to rally im- 
mediately if the patient is fired after a short 
period of employment or gives up because 
he does not feel satisfied with it. The 
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causes must be determined and the appro- 
priate changes in planning settled. Some 
employers have learned that many disabled 
workers are more reliable than and as skill- 
ful as men who are physically intact for the 
simple reason that they are so glad to have 
found a job they are contented with and 
able to carry out that they have none of the 
restlessness which other workers show. 


CONCLUSION 


Much of what has been written here is not 
new, but it is the writer’s belief that it bears 
repetition again and again in the belief that 
if anything is said often enough and carries 
the conviction of experience, it may en- 
courage people with similar ideas to expand 
their own activities. The task of rehabili- 
tating the disabled consists of alleviating 
suffering, both physical and mental, and of 
helping the partially disabled individual to 
regain self-confidence and maximum inde- 
pendence. 

Two main considerations have been em- 
phasized: first, the need for co-ordinated 
planning of programs, flexible enough to 
meet all sorts of problems in which there is 
not only room for a variety of professional 
workers, but in which the multiprofessional 
team is recognized as necessary to the 
achievement of optimum results. And 
second, the need for a thorough and skill- 
ful evaluation of the personality structure 
of the patient, as well as of his physical 
condition, at the outset of therapy and at 
suitable intervals thereafter, in order that 
the essential oneness of psyche and soma 
be given the recognition that is necessary 
if the fullest measure of rehabilitation is to 
be achieved. 
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BY H. A. ROBINSON AND JACOB E. FINESINGER 


The Significance of Work Inhibition 


for Rehabilitation 


IN RECENT YEARS many professions have be- 
come increasingly active in rehabilitative 
work, thereby strengthening this important 
field and contributing to its growth. Yet 
each participant discipline, quite under- 
standably, takes into account and empha- 
sizes those issues most in line with its own 
theoretical position and backlog of knowl- 
edge. This is a situation that tends to re- 
tard the development of an integrated sys- 
tem of practice and theory for rehabilitation 
as a whole. It is equally a situation in 
which it is especially important to define 
terms and to specify as precisely as possible 
the frame of reference under consideration. 

Work inhibition, as the key term in this 
discussion, refers to the individual’s ina- 
bility to perform vocationally because of 
the deterrent action of certain psychological 
and interpersonal forces. An emphasis is 
accordingly placed upon psychological 
processes. Though the individual is physi- 
cally capable of performing a given activity, 
he is blocked or prevented from doing so 
by psychological dysfunction. Plainly this 
is more a psychological than a physiologic 
definition of the term, and suggests that 
certain patterns of work and their deriva- 
tive satisfactions are checked or barred by 
mental processes. In a word, then, the in- 
dividual is physically able to work but 
psychologically disabled. 





H. A. ROBINSON, Ed.D., is research associate in psy- 
chiatry at the Psychiatric Institute, University of 
Maryland School of Medicine. JACOB E. FINE- 
SINGER, M.D., is professor of psychiatry and head 
of the Psychiatric Institute. A part of this article 
derives from a paper presented at the Massachusetts 
Conference of Social Work, Boston, December, 1955. 
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There are, of course, any number of ex. 
ternal circumstances that can prevent a 
person from working well, or from obtain. 
ing work, for that matter. The restrictive 
effects of environmental forces on the re 
habilitative case are here largely disre- 
garded in order to pursue some of the 
processes taking place within the individ. 
ual. It would seem necessary, for rehabili- 
tation, to determine the physical capacity 
of the patient, as well as his psychological 
or inner resources relating to a given work 
situation. This distinction, it should be 
noted, is anything but clear-cut and con- 
stant. For most people there is a continu- 
ous interaction between the two sets of 
factors. It is commonly observed, for ex- 
ample, that a well-adjusted individual is 
better able to deal with environmental or 
external difficulties than is the person with 
unresolved internal problems. The latter, 
the so-called poorly adjusted person, will 
often be put to inconvenience or thwarted 
entirely by external factors that are not 
even perceived as burdensome by the more 
psychologically resourceful person. On the 
other hand, quite the contrary effect is often 
seen in work situations, wherein psycho- 
logical variables are altered by the impact 
of external circumstance. Environmental 
factors which obstruct a successful voca- 
tional placement can make for significant 
and negative changes in attitude which may 
be handicapping in later job-seeking. Not 
infrequently one observes the highly moti- 
vated and capable candidate undergo an 
unfavorable change in mental set, or de- 
velop a psychological barrier of one sort or 
another, after being externally frustrated in 
a search for a position. 
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Significance of Work Inhibition 


We propose to discuss a number of 
factors which, from the psychiatric point of 
view, seem to be relevant to vocational re- 
habilitation. Within the limits of a brief 
paper it is impossible to do more than 
sratch the surface of this important sub- 
ject; after considering some general issues 
we shall therefore restrict ourselves to an 
examination of four guiding factors, or 
groups of factors, which appear especially 
serviceable to rehabilitative work. These 
are: the motivation of the individual for 
job placement, the meaning or function of 
the work for the individual, the relation 
of factors of motility to successful work re- 
habilitation, and, lastly, a consideration of 
the dynamic social setting of the work situa- 
tion. For sake of clarity these topics will 
be discussed separately; it should be under- 
stood that in fact they are closely interre- 
lated. 


PRELIMINARY CONSIDERATIONS 


At the outset we should confess freely to a 
professional point of view, or bias if you 
will, by remarking that the psychiatrist 
or clinical psychologist may be better 
equipped to deal with the internal or in- 
hibitory variables in problems of vocational 
rehabilitation than with issues involving 
external or environmental forces. These 
latter considerations are surely not less 
important, but, out of professional interest 
and experience, the psychiatric clinician is 
more easily able to come to grips with prob- 
lems of work inhibition. Psychiatrists have 
learned something about emotional conflict, 
the use of symbolic meanings, relationships, 
defense mechanisms, resistance—these are 
some of the bread and butter of their trade 
which can be brought to this field aptly and 
with meaning. Psychologists have devel- 
oped systems of theory and practice—for 
example, in the area of learning theory— 
which are clearly central to rehabilitation 
issues, and which are being applied with 
new understanding to some of these psycho- 
logical processes. We certainly do not pro- 
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pose to suggest new stratagems, correctives, 
or cures; but rather to consider typical pat- 
terns of “psychological” behavior—patterns 
with which we are all familiar—and to 
call attention to possible interpretations of 
this psychological behavior. We will sug- 
gest that an understanding of the symbolic 
meaning to the patient of certain activity 
may facilitate his rehabilitation. The social 
workers, nurses, physicians, and other spe- 
cialists who work in rehabilitation share 
the goal of a more complete understanding 
of the patient—the patient disabled psycho- 
logically or physically, or both, who is 
unable to function in a work situation 
seemingly appropriate to a good adjust- 
ment. And it is equally self-evident that 
rehabilitation, in the basic sense of the 
term, is an internal process, a change that 
takes place within the person. Services 
and treatments of various kinds are applied 
to the patient in need of rehabilitation, but 
it is the adaptation or inner modification 
of his psychological processes—presumably 
as a result of the intervention—that is essen- 
tial for rehabilitation. 

Though the importance of psychological 
factors to all human behavior is a common- 
place, they may tend to be overlooked or 
de-emphasized in situations where other 
determinants are seen to be operating in 
strength. In approaching each rehabilita- 
tive case, it is the responsibility of the social 
worker to bring to bear the totality of the 
present state of knowledge, and to avoid 
placing false confidence in the obvious. If, 
in exploring etiological factors in rickets, 
an investigator were to neglect the role of 
calcium metabolism, he would be in the 
position of disclaiming a large and well- 
validated body of relevant information, and 
his findings, if any, would justifiably be 
given little weight. One would hope 
equally in rehabilitation that diagnoses 
would be made in all areas of possible 
behavioral relevance, for some sources of 
difficulty are easily overlooked. 

At the Psychiatric Institute in Baltimore 
the writers have been engaged in the sys- 
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tematic study of poliomyelitis patients for 
some time, and more than once have dis- 
covered that physical problems can mask 
or disguise important psychological issues. 
One such example could be represented by 
the chronic poliomyelitis patient who has 
a residual paralysis in an extremity. Here 
there is no question about the presence of 
a paralytic involvement; he is in fact dis 
abled, and his disability, appraised in mus- 
cular or constitutional terms, is rated, let 
us say, as fifty percent of normal. There is 
no expectation that he can use his limb 
in normal fashion. Within the patient’s 
family and in the larger social community 
the realistic anticipation is that he will 
continue to have a restricted and handi- 
capping use of the affected part. Yet when 
one assesses most carefully his functional 
use of the limb—and this, it should be 
added, involves problems of measurement 
which are not presently solved by any 
means—this rating may be of the order of 
twenty percent of normal. That is to say, 
this is the extent to which he can use the 
affected muscle group. What then of the 
discrepancy between his functional capacity 
to perform and his considerably greater 
muscle potential? It is submitted that the 
explanation can be found only within the 
patient: this appears to be a psychological 
or interpersonal problem. In such a situ- 
ation as this, where there is a measurable 
gap between an individual’s potential per- 
formance and his functional ability, the 
patient’s psychological environment must 
be explored in order to account for the 
discrepancy, and, hopefully, to eliminate it. 

It is often easier to sharpen one’s think- 
ing and to learn more in an experience of 
failure than when success is achieved with 
little effort. In rehabilitative work this 
surely applies, for the individual who re- 
sponds rapidly, who recovers without com- 
plication, who accepts our interventions, 
who is placed with minimal effort—the 
“successful” rehabilitative case—seemingly 
poses no great challenge. If following dis- 
ability, re-education, and placement, the 
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rehabilitative case is seen to function well 
in the work situation, and to make a reason. 
ably stable personal and home adjustment 
in the context of his premorbid history, we 
are inclined with satisfaction to place his 
name upon the asset side of the ledger. 
This is reasonable, for there are always 
other and more difficult fish to fry—our 
standards cannot be as high as we might 
wish. There is no time or obvious need 
to be concerned with the subsurface prob- 
lems of the individual who, after all, has 
made a functionally satisfactory adjust- 
ment. In general, the case failures are 
those which challenge us and force us to 
question routine techniques and insights. 

There is a fallacy in this notion, and 
one to which the psychiatrist is peculiarly 
sensitive. A charge which is often and 
with good reason leveled against psychi- 
atry is that it is exclusively concerned with 
the abnormal, with the deviant individual.! 
Psychiatry, it is said, has neglected the 
study of clinically normal people, and 
thereby ignored a rich opportunity to learn 
more about human behavior. We are 
strongly inclined to agree with this critical 
comment, and at the same time feel that 
there is an analogue which may apply as 
well to the field of rehabilitation. The “nor- 





1 There is still another criticism of psychiatry 
which should be acknowledged in passing. We find 
ourselves employing the terms rehabilitative case 
and patient almost interchangeably, and this gives 
the cue to the common imputation that psychiatry, 
unlike some other disciplines concerned with the 
problems of human behavior, tends to make patients 
out of people. It is said that psychiatrists some- 
times tend to use the word sick when other adjec- 
tives might serve as well. This criticism has some 
truth in it, but at the same time the rationale un- 
derlying the use of such terms as patient has solid 
footing. Many descriptive terms have the cultural 
flavor of value judgments about them: if a person 
is described as lazy, this may imply that laziness 
is bad, or good, or in any event lies somewhere 
along a good-bad continuum. In principle, the 
clinician tries to avoid value-loaded terms in de- 
scribing the ways people act, and this because it is 
a more efficient means to getting at the determi- 
nants of human behavior 
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Significance of Work Inhibition 


mal” and seemingly uncomplicated reha- 
bilitative case, studied intensively and in 
number, might yield a great deal of useful 
information, and increase our skill with 
the more difficult, perplexing, and time- 
consuming problems which necessarily are 
of immediate and critical concern. By 
neglecting the intensive study of those re- 
habilitative cases which proceed smoothly 
and apparently without incident, an op- 
portunity to learn much is lost. 


MOTIVATION 


Motivation is a focal concept in vocational 
rehabilitation; it is axiomatic that the 
needs and incentives of the individual 
should be appraised in terms of the pro- 
posed work situation, in order to ensure 
maximum conditions for a satisfying ad- 
justment. This is an area in which psy- 
chology has made solid and useful con- 
tributions, especially in the development 
of various measures of interest. The best 
of these interest tests have proved to be 
more than satisfactory; decidedly more suc- 
cessful, for example, than tests designed to 
measure personality, which seems to have 
been a more difficult problem for the psy- 
chometrist to manage. What is more, tests 
of interest grew out of a concern with voca- 
tional placement; the rigorous investiga- 
tions that have been conducted in this field 
enable us to make definite statements about 
such relevant issues as the relation between 
interest in a line of activity and success 
in following that line of work, the perma- 
nence of interests; and the like. Tests of 
interest are well-proved tools, and the social 
worker in rehabilitation should make use 
of them. 

In the context of rehabilitative work, 
however, it is prudent to recognize some 
difficulties in the application of stand- 
ardized measures of this kind. As an 
example, if one is dealing with a disabled 
person, it should be borne in mind that 
routine norms and standards may not be 
precisely applicable; interpretations of per- 
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formance accordingly should be modified 
or treated with some caution. The prob- 
lem, in reality, is not merely that of deter- 
mining a person’s motivation for a pro- 
posed work situation at one point in time. 
It is this, but it is more; it should include 
a reconstruction of the individual's motiva- 
tional history, in the sense of establishing 
how motivation in the past has been a 
specific and useful force, or a deterrent, 
for job selection. In some instances a per- 
son’s real motives in seeking or avoiding a 
particular job are difficult to determine. 
He may not be aware of his basic incen- 
tives, nor be able to express them in the 
usual interview or psychometric situations. 
Occasionally, one may have the oppor- 
tunity to explore fully and well the motiva- 
tional patterns of an individual, to dig far 
more deeply than with the routine instance. 
This type of clinical investigation, obvi- 
ously impossible in the everyday rehabilita- 
tive case, often generates startling insights 
about the patient at hand. And it is im- 
portant for our purposes, for it suggests 
the need to learn more about motivation in 
the ordinary and easily managed case. 

As an example of this kind, we will 
briefly describe a patient seen for some 
months in psychotherapy, who presented 
an interesting conflict about a _ career 
choice. In large measure the difhculty 
could be described as a vocational prob- 
lem. This was a young woman, intelligent, 
attractive, well educated, who at the time 
was a graduate student at a large eastern 
university. She had a minimal physical 
disability, a paralysis of one arm residual 
from a childhood attack of infantile pa- 
ralysis. Her professional field was physical 
anthropology, which she was pursuing with 
enthusiasm and high interest. Work in 
this, her chosen field, was being supplanted 
by the more modern branches of anthro- 
pology and, it appeared, she had been 
offered an opportunity to move into one 
of these newer anthropological fields. De 
spite the attractiveness of the arrangement 
presented her and its obvious professional 
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advantages, she found it difficult to accept. 
This was the vocational problem as she 
saw it. She was in anxious conflict about 
this choice point in her career and had 
become rather depressed. 

In working for some months with this 
young woman, an attempt was made to 
unscramble the many events of her past life 
which could meaningfully be related to her 
present pattern of motivation for her work, 
and a number of early experiences emerged 
which seemed to be clearly relevant. The 
patient’s father, now dead, had been a suc- 
cessful portrait painter who dabbled in 
sculpture as a secondary interest. She re- 
called being terrified as a child at the torsos 
and unfinished sculptures in her father’s 
studio. She had a vivid memory of night 
terrors and dreams about statues without 
heads and arms. And as a small girl she 
had the habit of burying dead animals, 
squirrels, family pets, and the like, and 
later digging them up to see if the skeletal 
bones were still there. This curious activity 
was a dominant interest in her life at this 
time, and persisted into adolescence. She 
recalled the feeling of accomplishment and 
relief in finally being able to set up the 
skeleton of a cat or a rabbit. Out of this 
interest she was able to achieve a kind of 
status and recognition, by organizing a 
high-school club to study anatomy. Mate- 
rial of this kind, of which this is but a 
fragment, could be related to other prob- 
lems presented by this patient, but it is 
here sufficient to point out that it appears 
to bear directly on the patient’s choice of 
a professional research activity, her motiva- 
tion for it, and her reluctance to abandon 
this field. Much, perhaps the crucial part, 
of this young woman’s basic motivation 
for her work was thus deeply hidden in past 
experience. 

A cursory or routine exploration of the 
motives of this person for her profession 
of choice surely would not have so clearly 
revealed some of the determining and criti- 
cal factors. In briefer examination one 
would need to be skillful indeed to isolate 


26 


ROBINSON AND FINESINGER: 


cleanly her attitudes and appreciate their 
strength in the perspective of her life ex. 
perience. This intensive kind of clinical 
inquiry, we submit, throws light on some 
of the problems in rehabilitative work. The 
purpose of this clinical illustration most 
assuredly is not to suggest the need for 
psychotherapeutic intervention in the aver. 
age rehabilitative case. Rather, it is to 
illuminate the need for all professional 
workers in the rehabilitative field to be 
alert to the influence of hidden psychologi- 
cal forces which even the most co-operative 
person cannot communicate directly; to 
entertain constantly the possibility of ex. 
planations of behavior alternative to those 
most readily and easily available. 


MEANING OF WORK 


In helping an individual prepare himself 
for a job situation, in “placing” a case, it 
is accepted that to fulfill this function 
properly one must determine what the job 
represents to him, what attributes and 
values he places in it. This is in itself a 
kind of job appraisal: we have learned to 
develop some feeling for the meaning or 
function of a particular job for a particu. 
lar person. We are especially concerned 
with the social setting, the human environ- 
ment in which the work takes places. We 
learn something about the coworkers; we 
are interested in the physical activities to be 
required of our candidate, and other de- 
mands to be made of him. We try to be 
sensitive to the social stereotypes and values 
which in this culture are placed upon work- 
ing. Out of experience we are aware, how- 
ever well a rehabilitative patient re-estab- 
lishes relations with his family and circle 
of friends, that all this may be an empty 
shell unless it includes a job. Our society 
decrees that the worth of an adult male, 
in his own eyes and in the eyes of others, 
is to a very considerable extent determined 
by his ability to earn a living. Status, 
power, security, bread on the table, a sense 
of belongingness, a sense of being a man: 


Social Work 








eservlUCOOOlUC hl ll 


— = == «se; = = == & 


— 5 


wv 








NGER; 


their 
fe ex. 
inical 
some 
The 
most 
1 for 
aver. 
is to 
ional 
oO be 
dlogi- 
ative 
y; to 
f ex. 
those 


nself 
e, it 
‘tion 
job 
and 
lf a 
1 to 
r OF 
‘icu- 
ned 
ron- 
We 
we 


> be 


ues 
rk- 
Ow- 
ab- 
‘cle 
pty 
ety 
ile, 
TS, 


ed 











Significance of Work Inhibition 


we are generally aware of the meaning of 
a job to an individual at this level, and to 
some extent can make evaluations of these 
meanings with him. 

Despite all this, job dissatisfaction or 
poor performance frequently occurs. It is 
sometimes possible to learn more about 
vocational maladjustment by studying the 
psychological or symbolic significance of 
the job to the individual. Here again, as 
with the person unaware of his basic moti- 
vation, the meaning or function of a work 
situation at this level may be a world 
apart from the function of the job as per- 
ceived and reported by the participant. 
The problem remains that of determining 
how best a work situation may suit the 
person’s inner psychological resources. The 
highly competitive individual, for example, 
may find his work unrewarding if he is 
unable to structure the situation to a con- 
dition of rivalry with his colleagues, though 
he might not speak of this difficulty at all. 
All the same, a basic meaning of work to 
him is competition. The meat-cutter, or 
the surgeon for that matter, may find satis- 
fying expression of aggressive impulses in 
his work; at bottom it has that function. 
He may become a less effective person, or 
an emotionally disturbed one, in a different 
kind of activity. In this society there are 
still numbers of occupations, e.g., forestry, 
that involve a great deal of personal isola- 
tion. Not infrequently it may be discov- 
ered that the primary function of such an 
activity, the element which is the key to 
the person’s job satisfaction, is the solitary 
aspect of the work. The individual may 
deal at length with other considerations 
than this, but the basic function, the key 
source of satisfaction, remains that of isola- 
tion. These, of course, are examples of 
the psychological mechanism of sublima- 
tion, wherein unacceptable or socially dis- 
approved drives are channeled into socially 
acceptable modes of expression. 

It is unfortunate that the fundamental 
meaning of an individual’s job activity 
often becomes clear to the social worker 
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rather late in the game, after a series of 
placement failures, increased relationship 
difficulties, or emotional disturbances. Here 
(as where not?) vocational rehabilitation 
and preventative psychiatry go hand in 
hand. Almost everything which goes on 
in the rehabilitative process may have sym- 
bolic meaning to the individual, and the 
meanings which the work situation has for 
him can be potent determinants of his ad- 
justment. Even when rehabilitation seems 
to be moving ahead smoothly, the worker 
should be alert to the possible meanings 
with which the person invests his job. 
Often these symbolic functions are difficult 
to find, although one may make intelligent 
guesses on the basis of previous vocational 
history. No rule of thumb can be applied, 
no universal language of job “meanings” 
contrived, and this for the surpassing reason 
that job satisfaction, for most people, exists 
at a highly personal, private, and often 
defensive level. It should be added, paren- 
thetically but with strong conviction, that 
the rehabilitative patient can invest special 
meaning in the interpersonal relationship 
which necessarfly develops with the social 
worker; this too should be recognized and 
taken into account. The optimal rehabili- 
tation, as always, is one in which these 
internal variables are well fitted to external 
circumstance. 


FACTORS OF MOTILITY 


Much of rehabilitation proceeds along mo- 
tor lines and is concerned with physical 
disability. The psychological implications 
of reduced motor activity to vocational re- 
habilitation are manifold; some are obvious 
and others less so. To begin with the most 
obvious: if a person is physically disabled, 
his motility is impaired. Physical capacity 
has been reduced, and this affects the kind 
of work he can perform, if his is a physically 
demanding job. The most direct rehabili- 
tative approach, accordingly, (and the one 
perceived as the most meaningful by the 
disabled individual) will center upon his 
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ability for physical performance in a work 
situation. Certain activities by definition 
may be barred to him, and others attained 
only after long re-education and training. 
In short, the individual's physical efficiency 
has been impaired. 

Reduced motility also has various ob- 
servable effects upon the internal psycho- 
logical environment. The physically dis- 
abled person may find, for example, that he 
has lost a method of emotional release. If 
characteristically he has been given to 
“blowing off steam” through physical ac- 
tion, if he uses motility as a kind of safety 
valve, this personality stratagem of tension 
release may no longer be available to him, 
or available in frustratingly lesser degree. 
The foot amputee whose practice it was to 
kick the cat in order to get along with his 
wife may find a serious domestic problem 
on his hands. Personality structure is of 
prime importance in this connection: some 
people unloose emotional tension through 
activity to a far greater degree than others. 
It is our experience that some disabled 
people have real difficulty in developing 
new, less motor-connected safety valves for 
the release of emotional tension. 

Other problems equally pervasive may 
challenge the rehabilitative patient in the 
management of his emotional life. The dis- 
abled person may discover that he has lost 
a method of emotional expression, and this 
too is important to rehabilitative work. 
Psychological forces are channeled, in large 
measure, into physical action of one sort or 
another; we may be wholly unaware of ex- 
pressive physical movements, but they are 
always there to observe. Much of inter- 
personal communication is carried out in 
the modality of physical action. Habit 
patterns of expressive movement are so 
deeply ingrained that they continue to 
operate in situations of functional irrele- 
vance—think of the play of emotional ex- 
pression on the face of a person making 
a telephone call, for instance. The rehabili- 
tative patient who has been a competitive 
person and who finds he can no longer 
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express adequately his competitive feelings 
through physical action may find this an 
oppressive frustration. This is fertile soil 
for the development of feelings of inferior. 
ity. The narcissistic individual who has 
derived extravagant satisfaction from the 
image of his own body may look upon a 
minor physical impairment as a tremendous 
blow to vanity and self-esteem. 

In an ongoing study of a series of chil- 
dren who are pa-alytic poliomyelitis pa- 
tients, and who have been followed by an 
interdisciplinary team of observers during 
the acute, convalescent, and later stages of 
the disease, we have observed consistent 
patterns of adjustment in the _ hospital 
which appear to relate quite directly to 
impaired motility. In convalescent hos 
pitalization, the poliomyelitis patient with 
paralytic involvement is typically immo- 
bilized or subjected to other forms of re- 
straint and inactivation. And, as a rule, 
these young patients are seen to accept hos- 
pital routine surprisingly well. In point 
of fact they are remarkably accepting of 
immobilization; it is a rare thing for a 
child to be rebellious or complaining. This 
compliant acceptance of motor restraint 
is an unexpected reaction, and we are con- 
vinced that the explanation lies in a par- 
ticular interpretation by the patient of 
his disability, an interpretation which is 
focused upon impaired motility. In ob. 
serving these children and in talking with 
them, we have found that motility is the 
axis of all conversation about poliomyelitis. 
These patients show a strong tendency to 
connect the onset of the disease with motor 
activity, and in the context of a particular 
emotional reaction. This, very simply, is 4 
feeling of guilt.2»* It is as if the patient 





2H. A. Robinson and J. E. Finesinger, “A Frame- 
work for the Psychology of Poliomyelitis,” Nervous 
Child, Vol. 11, No. 2 (January 1956), pp. 10-17. 

3H. A. Robinson, J. E. Finesinger, and J. § 
Bierman, “Psychiatric Considerations in the Adjust 
ment of Patients With Poliomyelitis,” New England 
Journal of Medicine, Vol. 254, No. 21 (April-June 
1956), pp. 975-980. 
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Significance of Work Inhibition 


thinks in such direct and elemental terms 
as these: a terrible thing has happened to 
me—I must have done something terrible 
to make it happen. In their behavior, 
then, these patients are expressing feelings 
of guilt; they have attached this reaction 
to motility, and their compliance and con- 
formity seems to be much akin to atone- 
ment for guilt. At the adult level, other 
investigators have observed guilt as a re- 
action to disabling illness.4-5 This em- 
phatically suggests that, at least in some 
cases, reactions of this kind must be recog- 
nized and dealt with in order for rehabili- 
tation to proceed smoothly. 

Motility, of course, has a multitude of 
functions, and only a few can be men- 
tioned here. Psychologically it is an all- 
important means of reality-testing; it is 
used to express self-assertion, independence, 
feelings of hostility or aggression.® It is 
well known that motility may give pleasure 
of itself,? and we have observed this in the 
study of poliomyelitis patients. Motor 
action as an end in itself—the simple, kines- 
thetic satisfaction of feeling one’s own 
muscles move—is a fulfilling daily experi- 
ence for most people and when they are in 
good health, it is taken for granted. This 
may be lost to physically disabled indi- 





4H. F. Dunbar, T. P. Wolfe, and J. M. Rioch, 
“Psychiatric Aspects of Medical Problems: The 
Psychic Component of the Disease Process (Includ- 
ing Convalescence), in Cardiac, Diabetic, and Frac- 
ture Patients,” American Journal of Psychiatry, 
Vol. 93, No. 3 (November 1936), pp. 649-675. 

5]. E. Finesinger, H. C. Shands, and R. D. 
Abrams, “Managing the Emotional Problems of 
the Cancer Patient,” CA, Bulletin of Cancer Prog- 
ress, Vol. 3, No. 1 (January 1953), pp. 19-31. 

6 Bela Mittleman, “Motility in Infants, Children 
and Adults: Patterning and Psychodynamics,” in 
The Psychoanalytic Study of the Child, Vol. 9 (New 
York: International Universities Press, 1954), pp. 
142-177. 

7J. Sadger, “Haut—Schleimhaut—und Muskel- 
erotik,” in Jahrbuch fiir Psychoanalytische und 
Psychopathologische Forschungen, Vol. 3 (Leipzig 
and Wien: Franz Deuticke, 1911-1912), pp. 525-556. 
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viduals. If rehabilitation is geared to motor 
action, we should be well advised to deter- 
mine how important motility really is in 
the life experience of the patient. To this 
end there are always useful cues available 
in the knowledge of the person’s work his- 
tory, his recreational interests, and general 
patterns of activity. Whereas one person 
can tolerate significant restriction of muscle 
action and expression, another cannot, and 
this will depend on the importance of mo- 
tility in the life experience of the indi- 
vidual, the degree of “fixation” on motility. 
There is another situation, more compli- 
cated still, that is seen more often in clinical 
patients but found on occasion in rehabili- 
tative work. This is illustrated by the per- 
son with no muscle impairment, who none- 
theless shows a retarded motor ability and 
complains of fatigue or even the inability 
to perform certain physical movements— 
all this in the absence of a constitutional in- 
volvement. Careful study of such a person 
may yield the curious finding that he has 
related motor acts to expressive meanings 
in ways that are unacceptable to him. Let 
us say that he is a passive, dependent per- 
son, disinclined to assert himself, and that 
he attaches an aggressive significance to a 
physical action required of his job. Per- 
forming the action is equivalent, in his 
eyes, to expressing aggression, which is un- 
desirable and wrong. As a result he be- 
comes easily tired at his work, or his mus- 
cular co-ordination deteriorates and he 
performs less efficiently. At a more general 
level, one is reminded of the stereotype of 
the timid and unsuccessful door-to-door 
salesman who tires very rapidly and com- 
plains of the physical demands of the work. 
At bottom his difficulty may relate more 
closely to the self-assertive role required of 
him: he is unable to carry out a sufficiently 
aggressive presentation, and reads personal 
rejection into each lost sale. It might not 
be difficult, with such an individual, to 
arrive at an understanding of the meanings 
attached to motor acts and to help him. 
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SOCIAL SETTING 


The appraisal of motility factors, as well as 
considerations of motivation, meaning, and 
certainly many others, must be drawn in 
the light of the work environment for 
which the individual is being prepared. 
The rehabilitative case, however much he 
possesses of specific work skills and apti- 
tudes, must fit into and become a part of 
the social setting of the job. Here is the 
functional test of his patterns of behavior 
and techniques of action, his habitual ways 
of doing things and getting along. His 
appraisal or perception of the vocational 
setting is made in terms of patterns of be- 
havior which presumably have undergone 
some alteration in the rehabilitative process; 
he seeks out a job setting in the light of 
similar patterns, and he creates through 
his own patterns of action a part of this 
environment. 

The social interaction of its members 
makes a work situation a dynamic and 
changing affair, and a rehabilitative plan 
must be flexible and sensitive to the changes 
taking place in the work environment. As 
the disabled person is being prepared to 
return to his previous work, one can ob- 
serve and planfully direct some of the 
changes which during rehabilitation are 
taking place within himself, which is to 
say that we are alert to the need for re- 
adjustment. The rehabilitative case will 
not, however, return to the same social 
setting he knew before. There is no fixed 
and stable frame of reference available to 
him, for the social perceptions of his col- 
leagues will be inevitably shaped and 
altered by the fact of his disability. He is 
now perceived as a different person some- 
how, and these perceptions will work atti- 
tudinal changes in his coworkers however 
well they accept him. To assess and under- 
stand the social interactional changes in a 
work environment is an important part of 
the rehabilitative process. 

What is common to the disabled, apart 
from being physically deviant to some de- 
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gree or other, is a set of attitudes and 
values which people in general hold toward 
the disabled as a group. Public, openly ex. 
pressed attitudes toward the handicapped 
are, on the whole, mildly favorable, al- 
though a considerable minority always 
seems to display negative feelings.’ There 
is a good deal of indirect evidence that 
deeper unverbalized attitudes toward the 
disabled are more frequently hostile. And, 
as we all know, these attitudes are trans- 
lated into action, into differential behavior 
by people in general toward the disabled. 
It is the fact that the handicapped person 
is discriminated against in industry; certain 
positions within his physical capacity to 
perform are barred to him. In this society 
a disability truly inflicts a person with a 
peripheral status position.® At a certain 
level it can be assumed that a disabled 
person acquires an awareness of this atti- 
tude complex toward him, and his adjust- 
ment, at work or otherwise, may be thought 
of in considerable part as his own patterned 
behavior and attitudes developed in the 
light of this knowledge. A work setting 
undergoes many changes when a disabled 
person is introduced into it, and the re. 
habilitative worker should take into ac. 
count the impact these changes may have 
both on the rehabilitated person and his 
coworkers. 

In the interest of efficiency in dealing 
with large numbers of people, it is logically 
appropriate, as the first and sometimes the 
only necessary step, to employ the most di- 
rect, objective, and forthright approaches 
to appraise the patient and the situation for 
which he is being readied. If an assessment 
of his intellectual capacity is indicated, it 
may be measured by the administration of a 





8 Roger G. Barker and others, Adjustment to 
Physical Handicap and Illness: A Survey of the 
Social Psychology of Physique and Disability (New 
York: Social Science Research Council, 1953, rev. 
ed.). 

® Roger G. Barker, “The Social Psychology ot 
Physical Disability,” Journal of Social Issues, Vol. 
4, No. 4 (Fall 1948), pp. 28-38. 
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Significance of Work Inhibition 


rest of intelligence. If there is some doubt 
about the pattern of his vocational inter- 
ests, there are objective and _ serviceable 
instruments available. If an appraisal of 

rsonality factors seems advisable, there 
are direct and useful approaches to this 
end. Likewise, the social setting of the 
work situation may be evaluated. More 
often than not, these methods yield data 
which serve the purpose well. 

It is when we have collated, examined 
to our satisfaction, and applied information 
of this sort, and find that rehabilitation still 
proceeds unsatisfactorily, that the need for 
less direct techniques is suggested. The 
rehabilitative case in all respects appearing 
to be well-placed in a work situation, yet 
who performs poorly and expresses distaste 
for his job, may be experiencing pressures 
which can only be isolated and understood 
through a reappraisal of the available data 
at other and less directly apparent levels. 
Unless psychological interpretations of on- 
the-job behavior are developed, one may 
be in the position of dealing with symptoms 
only, and overlooking causative factors en- 
tirely. We are inclined, because we have 
experimentally determined this to be a gen- 
erally workable approach in our daily ex- 
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perience, to seek reasons for patterns of 
behavior in the framework of the situation 
in which the behavior occurs. If an indi- 
vidual performs poorly in his vocational 
setting, we look to the job, and to the 
individual in the context of the job, for an 
explanation. A deeper scrutiny may reveal 
that inefficient job behavior is not job- 
associated at all; determinants of the be- 
havior may lie in family relationships, or 
in other areas seemingly unrelated to work. 
How the individual uses and reacts to the 
social setting is basic to rehabilitative ap- 
praisal. The worker may seldom see his 
supervisor, yet this interpersonal relation- 
ship may be critical to the worker's per- 
formance. If he resents his seldom-seen 
boss, he may—perhaps with no conscious 
awareness—displace his resentment upon 
his work, or his coworkers, by investing 
the activity with a particular psychological 
meaning. Lowered efficiency thus sym- 
bolizes his resentment. It is urnecessary 
to labor the point that a lowered efficiency 
in such an instance is not equivalent to a 
decrease in actual skill, nor will it be re- 
flected in any objective measure of aptitude 
or performance: the root of this kind of 
problem lies in a distorted social perception. 
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Casework in Rehabilitation 


REHABILITATION Is A term with as many 
meanings as one cares to attach to it. As 
described in Webster's dictionary, it can 
mean “restoring, giving back,” and also, as 
often described by doctors of physical medi- 
cine, it can mean helping the patient 
achieve his highest possible level of func- 
tioning. However, since we all work in 
some way or another in the rehabilitation 
of patients and clients, it becomes our 
problem together with other specialty 
workers to decide what is the highest level 
of functioning for a given patient, and 
what it is that is to be “given back” to a 
patient. First, we have to consider what 
is “‘lost’’ or taken away from a patient by 
a physically disabling condition. 


Bill was an 18-year-old farm boy living 
with his elderly parents when struck by 
acute, severe polio. After lengthy hos- 
pitalization and intensive treatment, it 
was the opinion of his physicians that 
all that could be done for him medically 
had been done although he was still 
almost completely paralyzed. The social 
worker attemped to make dismissal plans 
with his parents. The parents refused 
to plan for Bill to leave the hospital be- 
cause he was not “cured,” and they felt 
any sort of care for him outside the hos- 
pital would, therefore, be inadequate for 
his needs. The parents became hostile 
toward the hospital staff for “trying to 
get rid of Bill.” Those working with Bill 
became resentful and discouraged by the 
family’s attitude, and Bill, himself caught 
between, subsequently became depressed, 





JAMES BREEDLOVE, M.S.W., is a medical social 
worker at the University of Kansas Medical Center, 
Kansas City, Kansas. This paper was delivered at 
the Kansas Conference of Social Work in Topeka, 
Kansas in April 1956. 
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and in his 
future, and lost gains already made in 


lost interest in treatment 
treatment. Because the home seemed 
inadequate for care, the social worker 
tried to interest Bill and his parents in 
a nursing home, but to no avail. This 
impasse continued for two more years 
before Bill was finally dismissed. The 
team of rehabilitation workers had lost 
interest in reaching a goal with Bill be. 
cause of his and his family’s attitudes, 
and as a result their efforts were unco- 
ordinated and purposeless. The final case 
summary included these words “case 
closed, patient unco-operative.” 


In this case, the total problem Bill pre- 
sented was not adequately assessed by the 
team of workers involved. Of course, the 
physician knew there was little chance for 
improvement, the occupational therapist 
knew Bill could use a typewriter to some 
extent, the physical therapist knew it would 
be important to continue exercises to pre- 
vent muscle tightness, and the social worker 
knew the home would offer little in the way 
of companionship with youngsters Bill's 
age, and that his parents would be hard 
pressed to lift Bill in and out of bed. How- 
ever, no one really knew how Bill and his 
parents felt about the illness, what life 
plans it had interrupted, and what it meant 
to them as people. 

Motivation, or lack of it, grows out of 
the patient’s and his family’s feelings about 
the disabling condition. These feelings 
must be recognized, understood, respected, 
and worked with to insure effectiveness in 
total planning. Since we cannot just re- 
habilitate arms, legs, and backs, but have 
to work with the people who are disabled, 
everyone who works in any way with a 
disabled patient necessarily has to be con- 
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Casework in Rehabilitation 


cerned with motivation to be effective in 
his work with the patient. Conferences are 
necessary to enable everyone working with 
the patient to understand him as thor- 
oughly as possible as a person. This kind 
of conference had not been held by those 
working with Bill. 

The “loss” for Bill and his family which 
was not recognized and worked with was 
the loss of the concept of himself as a 
healthy, active young man with prospects 
of work, play, and love ahead of him to be 
pursued in ordinary ways. The parents 
could not accept his being disabled and, 
therefore, could not accept his leaving the 
hospital until he was “cured.” What was 
not “given back’’ was a new concept of 
himself, the way he really was with real 
limitations, but also some abilities, equally 
real. 

What does social casework have to offer 
to the rehabilitation of physically disabled 
patients? Traditionally, social casework 
has been concerned with the prevention of 
social breakdown, the conservation of 
strengths, restoration of social functioning, 
developing opportunities for growth, and 
fostering capacity for self-direction and so- 
cial contribution in individuals who come 
seeking help for various social problems.! 
The nationwide trend toward comprehen- 
sive medical care has resulted in teams of 
numerous workers representing various pro- 
fessions combining their efforts in programs 
of rehabilitation. As part of this trend, 
it is important for each profession to de- 
scribe its particular area of contribution as 
precisely as possible in order to facilitate 
working together with the other profes- 
sions. Social work, perhaps more than any 
other profession, needs to define its area of 
competence and contribution to the total re- 
habilitation process. The traditional social 
work approach serves as a frame of refer- 
ence in which the unique contribution of 





1 Gordon Hamilton, Theory and Practice of Social 
Case Work (New York: Columbia University Press, 


1951), p. 239. 
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social work in rehabilitation teams can be 
identified. This particular, time-honored 
approach of social work to social problems 
has been a family-oriented approach. 

This trend toward comprehensive medi- 
cal care is characterized by an attempt on 
the part of the team of workers involved 
to understand a given patient in his totality 
as a social, biological, psychological, and 
even a spiritual being. The personality 
make-up is, at any given time, the result 
of the person’s attempt to reach and main- 
tain a balance between these four aspects 
of his being. For example, a chronic, 
severe heart condition, despite its crippling 
effects, set the stage for one man, who had 
long denied and held in check deep-seated 
needs to be dependent and cared for, to 
deny these needs further by assuming a 
false show of independence. He had to 
offset his fear of giving in to his need to 
be cared for by attempting to become more 
active and independent. The social-emo- 
tional problems of an individual patient 
are best understood as his attempt to solve 
or achieve a balance in relation to his ill- 
ness. His attempt to achieve a balance 
in his life as a result of the disruption 
can and often does result in a second 
problem. 

In understanding what a patient does 
in his attempt to adapt himself to the 
physical condition, three questions present 
themselves: What is he trying to accom- 
plish? What meaning does his attempt 
at solution have for him? And why does 
this solution seem to offer him the best 
possible solution at a given time? Not in- 
frequently the patient's solution, although 
meaningful to him, may seem meaningless 
to others or as one which creates more 
problems rather than solving the initial 
one. The unique contribution of the social 
worker to the rehabilitation team is his 
efforts to understand these solutions in the 
context of the patient's family relationships. 

The family relationship is important for 
an obvious—but perhaps just because of 
its “obviousness” an overlooked fact. An 
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individual’s particular needs, aspirations, 
goals, values, expectations are subtly though 
surely developed—fostered or stunted— 
within the family. The forces within the 
family that have helped guide or misguide 
him do not cease to have an effect on him 
when he is 21 or 40 years of age but con- 
tinue their influence throughout his life. 
The forces at work on an individual both 
internally and externally are many and 
complex, and we cannot hope to under- 
stand all of them. We can, however, by 
patient, sensitive listening and observing, 
learn to discern certain patterns of be- 
havior and reaction to stresses. 

All individuals and families have unique 
and different ways of living and of meeting 
their various physical, social, and emo- 
tional needs. They also have very special 
and individual ways of meeting the various 
crises such as physical illness. Sicknesses— 
whether a heart attack suffered by the 
family breadwinner, “brain fever” in a 
Southern Missouri sharecropper, brain 
damage in a 19-year-old plumber’s appren- 
tice, epilepsy in a 2l-year-old clerical 
worker—all have very special meanings for 
decisive influences on the patient and on 
his family as well. The balance of family 
living patterns is disrupted by illness and 
has to be altered to meet the crisis. These 
patterns of adjustment to illness will be 
determined by the nature of the illness, the 
patient’s premorbid personality structure, 
and the structure of his own family unit. 
These will, in turn, influence the ability 
of the patient and his family to use help 
and treatment. 


PATIENT-FAMILY REACTIONS 
TO ILLNESS AND DISABILITY 


Sometimes patients and their families react 
to illness in such a way that efforts to “re- 
habilitate” them are futile or, in the long 
run, self-defeating. Therefore, it is useful 
to look at some of the patterns that have 
defeated rehabilitative efforts. It is hoped 
that this discussion will point out some 
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basic family patterns of reacting to illness 
that have proved defeating, examine some 
explanations for this behavior, and point 
to some ways of tackling this most difficult 
problem of the rehabilitation “team.” 
Some of the family patterns presented here 
were identified in a_ psychiatric clinic. 
Whitman and Young noted that certain 
neurotic patients could best be helped by 
involving key relatives in concurrent case. 
work treatment.” 

In a number of instances of family dis. 
turbance resulting from illness, the essential 
task in helping the patient regain maximal 
use of capacities may be with his relatives. 
A patient may exploit his family to create 
out of illness a situation that will satisfy 
certain of his self-centered needs. 


HB, a 35-year-old married Southern 
Missouri sharecropper with five children, 
had a brain infection five years prior to 
being referred for social casework help. 
The infection left him with a_ mild 
shuffling gait and general slowed ability 
to move hands and arms. Formerly an 
unskilled laborer, he quickly settled into 
apathy and developed a passive attitude 
toward various rehabilitative efforts 
which were attempted with him. His 
wife was unable to convince her husband 
that he should take more responsibility 
in helping himself since he believed he 
had a more serious and incapacitating 
illness than the doctors advised. The 
patient and his wife went on _ public 
assistance, and subsequent efforts toward 
re-employment became feebler with the 
patient finding numerous reasons why he 
could not work. 


In this type of unhealthy situation the rela 
tive who is being exploited, in this case the 
wife, needs a supportive relationship in 
which she can be helped to identify those 
unhealthy reactions of the patient to his 
illness and understand why she allows her 





2 Roy M. Whitman and Imogene S. Young, “Psy- 
chiatric Social Work in a Brief Therapy Program 
in an Adult Outpatient Clinic,” Journal of Psychi- 
atric Social Work, Vol. 24, No. 4 (September 1955). 
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Casework in Rehabilitation 


self to be exploited. She can then be 
helped to redirect her efforts to help her 
husband into more constructive channels. 

Another pattern frequently seen is when 
both the patient and his family “accept” a 
disabling condition to such an extent that 
they are unwilling to change or overcome 
the effects of the illness. This is most likely 
to occur in those families where the patient 
has a strong need to be taken care of by 
others and, at the same time, a close rela- 
tive has a strong need to control or domi- 
nate and care for the patient. 


LD was a 40-year-old insurance sales- 
man married to an aggressive, strong- 
willed woman at the time of his first 
heart attack. The attack proved to be a 
mildly disabling condition which left 
the patient with shortness of breath when 
performing physical labor over an ex- 
tended period of time. Thorough medi- 
cal examination revealed he was able to 
continue with his work on a reduced 
schedule. Mrs. D, however, was fearful 
that continued work of any nature would 
result in further attacks, or even death, 
in spite of medical reassurance to the 
contrary. She earned an adequate in- 
come to support both herself and her 
husband, and convinced him without dif- 
ficulty that he should not return to work. 
Both refused repeated offers to help. 


Before this patient and his wife can be 
helped, the complex family structure has 
to be understood. This type of situation is 
often rejected for rehabilitation services for 
the often-heard “lack of motivation.” 
When the patient and his wife were helped 
to understand their reactions to the illness, 
they were able to move ahead in planning 
a realistic work adjustment. 

A third type of patient-family relation- 
ship occurs when the patient wants help 
in overcoming a disabling medical condi- 
tion but the family denies the need or the 
practicality of help and thereby thwarts 
treatment goals. 


Joe was a 19-year-old plumber’s appren- 
tice when he was critically injured in an 
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automobile accident resulting in what 
was at first considered severe brain dam- 
age. Gradually and unexpectedly, he 
improved to the point where he was con- 
sidered medically capable of continuing 
in his previous occupation in spite of 
some clumsiness and a slight tendency 
to lose balance. Although both the pa- 
tient and his employer were eager for 
him to resume work, his parents vigor- 
ously resisted and successfully inter- 
rupted his return to work. They had 
nursed him back from a critical illness, 
“protected” him to the extent of doing 
for him needlessly, and were fearful he 
would “get hurt” on the job and that 
it would be their “fault” if anything 
further should happen to him. 


In this example, social casework with the 
parents was an essential ingredient to the 
patient’s rehabilitation. They were helped 
to separate their own feelings of unrealistic 
guilt about the patient’s accident, and re- 
direct their natural concern for him into 
constructive channels. In this instance, 
also, the parents had to be helped to under- 
stand that total medical recovery might 
not be possible, and that vocational goals 
could not be given up while hoping for 
complete recovery. 

A fourth type of family pattern arising 
from illness frequently occurs in the so- 
called “overwhelming” or “catastrophic” 
diseases, such as severe cardiac conditions, 
epilepsy, chronic neurological diseases, 
cerebral palsy, and the psychoses and 
neuroses. This pattern is typified by the 
patient’s utilization of symptoms to control 
a relative in such a way that the relative 
is rendered ineffectual in being of real 
help to the patient. 


Patty is a 3-year-old cerebral palsied 
girl whose symptoms are clumsiness in 
walking, overactivity and agitation, small 
epileptic seizures, retarded speech, and 
mental retardation. The parents were 
irritated and upset over the patient's 
unceasing activity, and perplexed by her 
other symptoms. They resorted to nega- 
tive forms of discipline, spanking, with- 
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holding of affection, and “ignoring” her 
“misbehavior.” A power struggle be- 
tween Patty and her parents followed 
with Patty always in the lead. The par- 
ents were diverted from helping the child 
with any of her problems and an addi- 
tional problem, negativistic behavior, be- 
came established in Patty’s relationship 
to her parents. 


In this instance, the parents’ interest in the 
medical recommendations could not be ob- 
tained until they were able to recognize 
their attempts to cope with Patty were 
unproductive, and they were helped to find 
new, constructive methods of dealing with 
her. This, in turn, helped free them to 
consider the medical problems with greater 
understanding, and assist the physician by 
carrying out recommendations for home 
treatment. 


SOCIAL TREATMENT 


Psychosocial considerations in illness and 
disability, in order to be effectively dealt 
with in the total rehabilitation process, 
must first be recognized. Lack of recog- 
nition of these factors is often attested to 
by statements in the records, “case closed, 
patient unco-operative,” or “rehabilitation 
unfeasible, patient not motivated.” Patient 
motivation and co-operativeness are widely 
accepted prerequisites for successful reha- 
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bilitation. Because of the general impor. 
tance attached to these concepts, however, 
they tend to be catchall phrases, without 
sufficient consideration being given to what 
goes into motivation and co-operativeness. 
Since the patient's feelings about illness, 
fears, anxieties, loss of self-esteem, changing 
self-concept, loneliness, and dependency are 
integral parts of the meaning of illness to 
him and affect outcome more surely than 
the actual extent of disability or disfigure. 
ment of illness, an understanding of the 
way the patient and his family see his ill- 
ness is essential to any help given him. 

Motivation, too, is helped or hindered 
by our attitudes toward the patient, his 
family, the illness, and their feelings about 
illness. The patient becomes aware of our 
attitudes through our method of working 
with him. He and his family become dis- 
couraged and “unco-operative” when plans 
are made for him without his participa- 
tion, when team members or agencies dis- 
agree about procedures and goals, when 
there is not a natural continuity and 
mutual exchange of information between 
medical treatment and vocational and so 
cial rehabilitation activities, and when he 
is not given a chance to be understood. 
The family is particularly “unco-operative” 
when we do not approach them with the 
belief that they are already doing the best 
they know how for the patient. 
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BY WILLIAM POSNER 


Adapting and Sharpening Social Work 
Knowledge and Skills in Serving the Aging 


UNTIL RECENTLY THE subject of aging usu- 
ally has had to be introduced with an array 
of statistics about the growing aging popu- 
lation in the country. Today this is no 
longer required. Most intelligent people, 
and certainly those engaged in the various 
professional disciplines, are aware of the 
growing numbers of older persons and of 
their impact upon the community. Aging 
as a community concern has become re- 
spectable. Not a day passes without seeing 
a newspaper or magazine article which 
emphasizes those problems associated with 
aging, such as retirement, employment, 
health, social, and psychological relation- 
ships. During this last year alone, at least 
ten writers have interviewed this author, 
eager to get on to the profitable band- 
wagon. This is a heartening advance, con- 
sidering that only a few short years ago it 
was hard to get even so much as a notice 
in the local press informing the public of 
the existence of the welfare council's hobby 
show for older persons. 

On the face of it, then, there has been a 
real change in the community’s concerns 
about the aging. The logical question that 
follows is: What has this growing concern 
done to professional thinking and practice? 
Has there been a similar advance in theory 
and in techniques of helping? 





WILLIAM POSNER, M.S.W., is assistant director of 
the Jewish Community Services of Long Island, 
Jamaica, N. Y. This paper was read at a meeting 
of the Metropolitan Washington, (D. C.) Chapter 
of the National Association of Social Workers in 
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Primarily concerned as we are with social 
work thinking and practice, have we kept 
pace with the times, so to speak? Do we in 
social work have a better understanding of 
aging today than we did two decades ago 
or even one decade ago? Do we know 
more about what has been called the aging 
process—the physiological and psychologi- 
cal aspects of this process? And in the 
specific areas of social work, what new de- 
velopments have taken place in casework— 
in helping the individual aging person; in 
group work, in research, in community or- 
ganization, in professional education? 

Definitive and total answers cannot be 
given to all of these questions. However, 
if we are to trust our experience and our 
knowledge of what is happening in social 
work, the answer would be that the devel- 
opments are uneven but the sum total is 
little indeed and certainly does not com- 
pare in either quality or quantity with 
other functional fields. 

If professional literature is any guide to 
technical development, again there is little 
indeed. With the exception of a growing 
number of references to the problems of 
the aging in different types of articles, there 
are no more than a handful that have been 
published on methods and processes of 
social work helping. 

Certainly schools of social work have 
done little to interest students in the field 
of the aged. With some exceptions, few 
schools of social work have placed students 
in agencies working exclusively with older 
persons, and where students have carried 
undifferentiated case loads, no special em- 
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phasis has been given to working with aged 
clients. 

In family agencies, in spite of increasing 
case loads of older persons, no concerted 
efforts of any consequence have as yet been 
made to understand the older client better. 
He is still no challenge and, as likely as not, 
is placed last on the caseworker’s priority 
list. 

As for research, practically no purely so- 
cial work studies on the aged are in process. 
This is no surprise in the face of so little 
research in other functional fields. The 
current bright lights are group work and 
community organization, both which have 
done more in this area in recent years than 
the other fields. Few professional group 
work agencies today are without programs 
for the aging and some significant con- 
tributions in terms of technique and prac- 
tice have already come from this field. 
Similarly, there have been significant con- 
tributions made by many communities in 
surveying the needs of the aged and in 
terms of social planning for the future. 
Unfortunately, many of these surveys stop 
with the planning; there is little action. 
Yet in this area a great deal of ferment is 
visible. Councils of social agencies on a 
local and regional level have done a great 
deal in focusing attention upon the older 
segment of our population. 

Last, but by no means least, are the 
public agencies who have for a long time 
been aware of the problems of older per- 
sons, certainly quantitatively if not quali- 
tatively. On the legislative and executive 
level, many states have committees and 
commissions concerned with the problem, 
and social work has had a definite part to 
play in them. 

There are many positives in the general 
picture and in those aspects of our work 
which relate to community education— 
great advances have been made. But let us 
get down to people—to the individual 
client who is the object of concern. Our 
task as social workers, no matter in what 
area we work or in which functional field 
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our interest lies, is to help the individual 
client—the individual older person and his 
family; but it is here, in this very spot, 
that a great problem exists. There is a 
vast difference between being concerned 
with a problem and doing something about 
it, although the object of our concern has 
been the aged in general, somehow we have 
not really been able to do much thus far 
for the individual older person who comes 
to us for help, whether as individual social 
workers or as agencies. 


REASONS FOR THE LAG 


Why is it then that we lag in understand- 
ing the older person, in the development of 
services for the aged? Partly it is because 
we do not see the same challenge or the 
same fascination in working with the old 
as we do with the young. It is significant 
that in the recent report of an ad hoc com- 
mittee of the Family Service Association of 
America, special mention was made of the 
fact “that social workers in general have 
more adequate knowledge of the early 
periods of development (infancy through 
adolescence) than they do of the periods 
of adulthood, and that these later phases 
of development should be given greater 
attention in the school curricula.” } 

The same committee report speaks of all 
adults—young and old. A good guess is 
that with the old, our knowledge and 
understanding are even less than with 
young adults. We think of the young in 
terms of growth and change; we somehow 
do not think in these terms when it comes 
to older persons. We think of the older 
person as one who somehow does not fit 
into our accustomed pattern of practice. 
We may tolerate him as a client, but we 
find it difficult to accept him. 

It is said that the reason we in this country 
have given so little attention to the aged is 
that we are a “youth-oriented society.” The 





1“The Content of Family Social Work,” Social 
Casework, Vol. 37, No. 7 (July 1956), p. 323. 
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Serving the Aged 


young are idolized—to the youth belongs 
the future. It appears that this holds 
equally true in social work. Our knowl- 
edge and our practice have been geared to 
youth. It is no wonder then that our 
orientation toward the aged has been a 
negative one. We as social workers have not 
applied our analytical talents and profes- 
sional knowledge to finding out how to 
help older persons as we have in other areas. 
What has become so clear to many of us 
is that the two elements we have mentioned 
—social workers’ attitudes and the develop- 
ment of agency services for aged—really go 
hand in hand. It is my belief that we lag 
in our development of social services for 
the aged because our own attitudes and 
feelings toward aging and illness, which 
often go together, are negative ones. These 
feelings may be shaped by our own fears of 
aging and illness. We may even have prob- 
lems with our own parents, so that older 
clients become objects of negative identifi- 
cation. Gordon Hamilton once pointed out 
in this connection how easy it is for social 
workers to project “into any given situa- 
tion attitudes arising from our own par- 
ental relationships and experiences.” * 
Perhaps another reason for our difficul- 
ties in working with older persons is that 
we are often faced with a slower-moving 
tempo. It is true that many older clients 
do need more time physically and mentally 
in taking help. And here we run into the 
changing philosophies of social work prac- 
tice of the last fifteen or twenty years. 
Many agencies no longer give help for long 
periods of time. The emphasis is on short- 
time help—on dramatic changes that can 
be achieved in short periods. In addition 
to this, with the growing emphasis on the 
solution of relationship problems—on coun- 
seling—many family agencies, particularly, 
veer away from services to the aging, many 
of whom require not counseling help in its 





2Gordon Hamilton, “Case Work in Old Age 
Assistance,” The Family, Vol. 18, No. 10 (February 
1938), p. 332. 
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pure sense or short-time help, but help with 
housing, employment, and medical care, 
and over long periods of time. 

Then, too, when it comes to the aging 
person, we tend to categorize him; we think 
of him in stereotyped terms rather than in 
individual terms. We generalize the older 
person; we think all older people have no 
capacity for change. We think of older 
persons as being “set” in their ways, as be- 
ing unable to make adaptations in their 
behavior and outlook. It is so easy for us, 
in spite of our added knowledge and train- 
ing, to absorb the usual stereotypes that 
are still so prevalent in the community, 
and so we, too, see no challenge in working 
with the aging person. 

Can we as social workers do something 
about this? We can—really we must—if 
we are to make our contribution to this 
growing problem. We have the where- 
withal, the background and the training to 
develop different attitudes and concepts if 
we are ready at all to see aging as a focus 
and a challenge. As with our attitudes 
toward children and others we are called 
upon to help, we must first be willing to 
struggle with our attitudes toward aging 
and to achieve thereby a balance which 
will give us some sense of our own problem 
and an opportunity for change. 


CHALLENGES IN WORKING 
WITH THE AGED 


What are the challenges we can find in 
working with the aging person? First, it 
offers us an opportunity to individualize 
the particular problem brought to us, 
whether it be loss of status, job, or a change 
of living arrangements. It offers us an 
opportunity to deal with the older person’s 
ambivalence—his desire for independence 
and the reality which often means depend- 
ence; to deal with the older person's gradu- 
ally narrowing world, his apprehension 
over diminishing strengths. It offers us 
an opportunity to assess realistically the 
strengths and potential of the older per- 
son; seeing the older person today and his 
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present behavior as a result both of his 
life history and present reality, as a result 
of inner and outer stresses. Being aware 
of this will help us understand why many 
older people turn to the past, refuse often 
to try new things, are domineering and 
controlling, and often turn against them- 
selves. 

Another factor that requires emphasis is 
that of illness. We often think of older 
persons as sick people. Percentage-wise it 
may be true that old people suffer more 
from chronic illness than persons of other 
age groups. Yet, if we apply our generic 
social work principles, we would undoubt- 
edly see illness in the older person as a 
very relative matter. Social workers with 
experience in the field know how frequently 
illness is used as a basis for the older per- 
son's defensive behavior. Illness, after all, 
is becoming to an older person; it is part 
of the cultural stereotype. One of the 
real challenges in work with older people, 
therefore, is working with illness and help- 
ing to differentiate that which is real and 
that which is symptomatic of defensive 
mechanisms. 

The factor of time is a third element of 
challenge. We have already alluded to this 
previously. Some older people may need 
more time for help. The challenge is to see 
how we can modify our existing concepts 
and practices in utilizing the time element 
for help. 

A fourth basic factor in work with the 
aged is what might be called the factor of 
separation. Working with the older client 
brings us face to face with problems of 
separation. Many older clients, or adult 
children seeking help, frequently request 
some form of separation from each other. 
One of the great challenges in work with 
the aged is to recognize how real the re- 
quest for separation is, and how often it is 
used because of the lack of other types 
of resources such as counseling and home- 
maker service. 

A fifth basic challenge is in the area of 
choice. There is no greater social work 
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principle than the choice the client has— 
a fundamental right—to take help or not. 
What this means is that the older person 
is our client. We must see his rights and 
desires. This is not always a simple mat. 
ter when it is necessary often, for reasons 
of legal responsibility, to involve adult 
children. 

The principle of continuity represents 
another basic challenge. We know that 
one of the problems many older persons 
present is their low motivation. Not being 
able to come to the office for an appoint 
ment may, with an older person, not be 
a lack of desire for help. He may fear 
rejection by the social agency just as he is 
rejected elsewhere. What is meant here 
by continuity is the need to sustain a case- 
work contact with an older person once 
an initial request has been made. There 
is need, in other words, for a going out to 
the older client. We need to be receptive; 
we need to want him; we need to show him 
warmth. 

These challenges that I have mentioned 
are not really new. They are generic social 
work concepts that apply to work with all 
people. What we have said only is that 
there is need for modification and for flexi- 
bility in applying these principles. 

For social workers to understand the 
older person in this context is really not 
asking much at all. True, we may need to 
develop new methods of communication 
between ourselves and our older clients so 
that our processes may become dynamic 
and creative ones. But communication is 
the very tool we work with in all phases 
of our work. It is the very sharpening of this 
tool that will make it possible for us to go 
beyond the individual relationship to the 
development of new services which will also 
help the aging person to grow and live. 
Through direct and concentrated experi- 
ence, we may be able to find answers to 
problems that baffle us now—problems in 
interpersonal relationships between young 
and old; ways of solving what has been 
called “the three-generation-conflict”; ways 
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Serving the Aged 


of bringing together different cultural back- 
grounds in the family and in the commu- 
nity. Perhaps we shall even know better 
how to help children and young people, 
for they are the aged of tomorrow. But to 
do this we need workers who are willing 
and able to accept the challenge. 

Given the self-re-evaluation and having 
accepted this personal and professional 
challenge, there is no end to what we can 
do as workers and as directors of agencies 
in the development of programs and serv- 
ices. Already this has happened in some 
communities; few to be sure, but enough 
experimentation is going on to give us 
some conviction about the value and valid- 
ity of a variety of special services. The 
future has elements of brightness in it, but 
we need acceleration, we need to hasten 
this future in order to be true to our 
ideals. 


WHAT IS NEEDED 


We are not only social workers; we are 
citizens too. This means that as we sharpen 
our knowledge and skills as social workers, 
we must also be active in modifying the 
thinking of society as a whole. Here are 
some general principles we may want to 
follow in these two capacities. 

We want a reorganization of attitudes 
and feelings on the part of society as a 
whole, the various professional disciplines, 
the older person himself, and the younger 
members of the family. We want for the 
family a setting where the role of the 
younger and older members are more 
clearly defined and accepted in terms of 
themselves individually and in terms of 
their interrelationship with each other. 
We want to give the older person status 
without isolating him. 

We want to give the older person a sense 
of security and responsibility for himself. 
We want to develop a sense of independ- 
ence in both young and old, so that their 
own lives become emotionally stable and 
secure without the need for imposing their 
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will on each other. It is only through the 
security of each that satisfactory interrela- 
tionships can be developed. 

We need to feel that the older person 
or persons are “families” in their own 
right. They do not stop being such by 
virtue of age or because children have left 
the household. The family is a continuity, 
whether there are five people in it or just 
one person. It is only as each has this 
feeling of individual wholeness that there 
can be togetherness and interrelatedness. 

We want to eliminate the implications 
of the term “care of the aged.” ‘Too often 
this has meant doing for or imposing upon 
the older person. It has led to assumptions 
that older persons are largely dependent 
and cannot be creative. It has led the 
older person to the internalization of the 
same negative attitudes held by the com- 
munity at large. 

We want an acceptance by individuals 
of the changing pace of living so that they 
can find expression in different roles. This 
requires a flexibility in our attitudes and 
in our mores; that the loss of certain func- 
tions does not mean the loss of self, but 
means the acceptance of other functions— 
new ones—which are pertinent to age and 
status. We want an educational process 
in living that will help the individual to 
accept the changing roles in living so that 
each stage is accepted with greater ease 
and with satisfactions. 

We want the development of social and 
community programs that offer opportuni- 
ties for the participation of all age groups 
so that each one’s role can be seen more 
clearly and hence be more acceptable. 

With respect to living arrangements, we 
want a new emphasis on the value of com- 
munity living arrangements for the older 
person, and on the privacy and independ. 
ence that comes with it. We want the 
development of facilities that will give the 
older person the security in his privacy and 
eliminate much of the fear that is now felt 
by many—fears of illness and isolation. We 
want a variety of facilities which will re- 
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spond to the individual needs of the older 
person. 

We want a variety of housing projects 
for those who can care for themselves, so 
designed as to conserve as much energy as 
possible and to prevent accidents. These 
projects need not be exclusively for the 
aged; we need the intermingling of genera- 
tions. We would want to provide for 
guidance and helping facilities which would 
encourage the older person to seek com- 
panionship and participate in activities in 
other communities and groups. 

We want congregate forms of care, such 
as homes for the aged and hospitals for the 
chronically ill, only for those who need that 
type of care, but not for the well or ambu- 
latory aged who should be encouraged to 
live in community settings and to benefit 
from them. And in homes for aged and 
in hospitals for chronically ill, we want re- 
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habilitation programs that will look to the 
discharge of older persons to other com. 
munity settings, so that the congregate fa 
cilities become means to ends and not ends 
in themselves. 

In all that has been said, we want for 
the future the development of | secure 
people, no matter what their age; people 
who will continue to strive and for whom 
added years mean maturity, and whose 
philosophy of life will be expressed in 
terms of what they themselves have yet to 
live for, in terms of growth and change. 

All, then, that is asked is a reaffirmation 
of our faith in the dignity of men. In this 
pioneering field we can still lead the way 
to a renewed emphasis upon the growth 
potentialities of all persons regardless of 
age or condition. But that can hardly be 
done unless our “belief in people” includes 
the conviction that the aged are people too. 


Social Work 











ISNER 


10 the 
com- 
te fa. 
ends 


it for 
ecure 
cople 
yhom 
yhose 
d in 
et to 
inge. 
ition 
this 
way 
wth 
s ol 
y be 
ides 
too. 





BY DAVID M. AUSTIN 


Goals for Gang Workers 


THE BIG-CITY STREET-CORNER group, loung- 
ing in front of the candy store—blue jeans, 
cigarettes, Presley haircut, and a chip on 
the shoulder—has become a standard part 
of the American culture and a favorite 
subject of discussion or harangue at any 
community gathering. In communities that 
have started to tackle this “gang-problem,” 
one of the popular methods being tried is 
the use of the so-called “gang-worker,” 
“street-corner group worker,” or “detached 
worker.” Such programs have been under 
way now for ten to fifteen years in a few 
cities, not counting the cellar-club work 
in the 1930's, but many programs have been 
started in the early 1950's, and many more 
are being considered at this time. In 
nearly all cases professional social workers 
are intensely involved in planning for such 
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eration for more than three years. 
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SECTION 


programs, in administering them, and in 
some instances in direct service to street- 
corner groups. 

It is time now to begin to clarify what 
this service is, what the process includes, 
and what can legitimately be expected in 
the way of accomplishment. The following 
discussion attempts to do this on the basis 
of two programs that have been in op- 
The 
focus is on work with the relatively large 
male street-corner group (fifteen to twenty- 
five or more members) which shows some 
evidence of group identity and structure. 
This is the group most frequently labeled 
the “teen-age gang.” Not covered by this 
term are smaller groups of more uniformly 
disturbed boys who are frequently in 
trouble but do not make the papers as 
often, or girls’ groups which are a signifi- 
cant aspect of the general delinquency 
problem. No effort is made to describe 
the related work with families, community 
organization work with adult community 
groups, and the network of relationships 
with other agencies that are an integral part 
of an effective area approach to the gen- 
eral problem of delinquent behavior. 

These two programs differ in many de- 
tails. The first one—the Special Youth 
Program of the Greater Boston Councils 
for Youth—has an independent budget and 
uses full-time, professionally trained social 
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workers, who work intensively in one area 
of the city as part of a diversified approach 
to the problem of delinquency, and who 
concentrate on a single group for periods 
ranging from one to nearly three years. 
The other program, the Unreached Youth 
Program of the Cleveland Group V/ork 
Council, is a city-wide program with a cen- 
tral co-ordinator and a central fund of 
money to provide part-time staff (for the 
most part not trained social workers) who 
work with a single group and who are 
supervised by professionally trained staff 
in existing agencies. This program covers 
many different areas of the city and dif- 
ferent neighborhoods and is not tied into 
any comprehensive or area approach to de- 
linquency. With all of their diversity, it 
is still possible to abstract from the two 
programs the essential elements and to con- 
struct an outline of a professional service 
for which a given process and certain goals 
can be specified. 

The first and perhaps most essential ele- 
ment is that it is a professional community 
service, not a membership program. Nearly 
all the traditional leisure-time programs, 
whether Scouts, YMCA'’s, settlements, or 
public recreation centers, offer an adult 
organized program which individuals and 
occasionally groups can choose to use or 
become part of by paying a fee and be- 
coming a “member.” In contrast, a client 
or a patient does not become a member of 
a child welfare agency, a family casework 
agency, or a hospital. These adult-organ- 
ized youth programs have activity content 
already worked out by adults, frequently 
with a great deal of thought and study. 
This type of program has in the past and 
will in the future continue to be a major 
aspect of the social institutions of a large 
city. The approach being described here, 
however, is not just a modification of the 
content of such existing program (the modi- 
fications in existing program services re- 
quired by contemporary adolescents is a 
separate topic). The focus of this paper 
is on a service that starts with a problem, 
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not a program. The content of this pro- 
fessional service is determined by the pe. 
culiar nature of a particular problem. 
Moreover, the service is made available at 
the point of greatest need rather than at 
the point where those most eager for a pro- 
gram have paid a fee, become members, and 
created an organizational structure. 

The second essential element is that the 
heart of this professional service to ag- 
gressive delinquent street-corner groups i 
an individual worker. The key to success 
is not to be found in a type of building, a 
set of activities, a structured program, or 
even in a set of group techniques. The 
essential tool is the individual worker and 
his network of relationships with the group. 
His skills in personal relationships, his 
preparation for the job, his understanding 
and sensitivity are not only important, 
they are essentially the only things that will 
achieve success. This is not a team op- 
eration in the same sense that a medical 
team in a hospital brings a series of pro- 
fessional skills to bear on a patient one 
at a time, or sometimes jointly. While the 
skills and understanding of many profes- 
sional persons may be used through super- 
vision and consultation and may be re- 
quired more directly for supplemental help 
in individual and family situations, the 
street-corner group worker is essentially a 
lone operator in working with groups. All 
the skills and knowledge of the team must 
be incorporated within his practice if they 
are to be of any assistance. 

A third essential element is that this 
professional service is carried on in the 
community—not in an institution, and not 
primarily within the four walls of a build- 
ing owned by an organization.” By certain 
formal standards an institution can select 
its clientele who live in an essentially 
artificial and controlled situation with op- 
portunity for the professional worker to 
control such variables as the size and 
criteria of group membership or the cir- 
cumstances of personal interviews. Even 
in a_ building-centered youth program, 
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Goals for Gang Workers 


many formal controls on membership and 
time and type of program are used by pro- 
fessional workers to create the best pos- 
sible situation for effective work. But the 
street-corner group worker controls very 
few of the circumstances under which he 
works. The time and place of a personal 
interview are often beyond his control. 
Other community forces, such as schools, 
police, and the courts are also beyond his 
formal control, and often beyond his powers 
of prediction as well. He is constantly 
presented with immediate and demanding 
ramifications of the group situations in 
which he is involved. He is working with 
individuals who are under constant and 
unrelenting pressure from damaging en- 
vironmental conditions, family and other- 
wise. It may be nearly impossible for the 
worker to change these conditions for a 
single individual, but it may seem equally 
impossible for the worker to wait for the 
changes needed affecting whole groups and 
communities. 

The fourth essential element is that this 
service is not initially requested by the 
group. It is a “reaching-out” service, an 
assertive service. Therefore, an entire 
range of considerations and actions are 
involved in establishing the first contact 
with a group. Yet it is not an authoritative 
or protective service. It is not presented 
on an either/or basis—either you play foot- 
ball by my system of a single-wing back, 
or you can play T-formation at the state 
training school. It is a reaching-out serv- 
ice because the community through the 
worker takes the first step, takes the initia- 
tive to break through the fear and sus- 
picion and hostility that are blocking 
positive communication between this group 
and the community. 

Finally, a fifth essential element is that 
this is a professional service to groups, 
groups who have at least unconsciously 
made their own decision to be a group, who 
control their own membership, and the 
time, place, and content of group activity. 
Even though the worker may have a num- 
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ber of individual contacts with the fami- 
lies, essentially he is involved in, and 
working with, the interactions and forces 
within the group, and the relationships 
between the group as a whole and many 
aspects of its community environment. 
The street-corner group worker is not 
doing casework with a series of individuals 
who happen to be in the same neighbor- 
hood at the same time. He is working with 
a group which these individuals have 
created and which continues to function 
even as individuals come and go or even 
as individual behavior changes. 

Putting all these essential elements to- 
gether, then, we have a nonmembership, 
community-located professional service pro- 
vided through a single worker who works 
in an environmental situation over which 
he has limited control and who extends 
service to a group without prior request 
from them for service. 


STREET-CORNER GROUPS 


In order to formulate objectives and goals 
of a professional service to the street-corner 
group, it is necessary also to consider the 
contemporary situation in which the group 
exists and the role it plays in the lives of 
street-corner adolescents. 

We have in contemporary Amcrican life 
a large number of peer, single-sex, teen-age 
groups. They are found in all strata of 
society and probably in nearly every ethnic 
grouping. Because of current cultural 
factors involving the undefined and chang- 
ing role of adolescence, the separation of 
the world of adults from the world of 
adolescents, the discrepancies between the 
public rules of behavior and the private 
practice of living, the conflicts in values be- 
tween major groups of adults in the com- 
munity, and the adjustments required by 
factors of discrimination—for all these 
reasons the adolescent looks to his close 
friends for guidance in values and behavior. 

These adolescent groups often play a 
major role in determining the behavior, 
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values, and aspirations of their members. 
This is true of adolescent groups in all 
ethnic, social, and economic groupings. 
Certain groups in any one neighborhood 
or community or social situation have an 
undue influence on a wide range of their 
immediate peers and those boys and girls 
immediately younger. Each neighborhood 
has its own way of defining who are the 
“big wheels.” 

In the intercity neighborhood the strong 
male street-corner group, generally be- 
tween fourteen and eighteen years of age, 
is the group of primary influence. It in- 
fluences even those boys and girls who 
reject it. The values and attitudes of the 
street-corner group are the results of several 
forces. The behavior and attitudes of the 
immediate adult community, and particu- 
larly of those persons just a little older, are 
a primary source of guidance. Some values 
and behavior are related to the desire of 
the group to protect itself from adult pres- 
sure or from other teen-age groups. Still 
other guides to specific behavior emerge 
from the group reinforcement of feelings 
of hostility toward the adult, middle-class, 
institutional, and major group communi- 
ties. Some behavior reflects the particular 
mixture of individuals with individual 
needs and characteristic patterns of action 
found in the group at a particular moment. 
This is not to say that there are no appre- 
ciable influences on the group and the 
group members which might result in 
nonhostile, community-approved behavior. 
There are, of course, in nearly every group, 
but for the moment the concern is with 
those forces which result in law-violating, 
socially disapproved behavior. 

There are a wide variety of such acts. 
Some are clear-cut violations of the law— 
murder, theft, breaking and _ entering. 
Some are acts of constant and sizable com- 
munity disturbance such as gang fighting 
or drunken brawls. Some are disapproved 
in primarily moral terms, such as casual 
sex activity; some are acts of omission, such 
as not going to school. Others are inci- 
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dents of hostility toward adults in positions 
of authority, such as insolence to a teacher, 
and still others are activities allowed or 
tolerated on the part of adults but disap- 
proved of or forbidden to children—the 
use of liquor, private gambling parties, 
being out extremely late at night. Some 
are acts of racial hostility reflecting adult 
attitudes and even adult acts in their own 
community. Within a_ typical _ street- 
corner group all these types of actions may 
occur; in fact a single individual may be 
involved in this total variety of acts. These 
acts cannot be viewed as single and unre- 
lated incidents. They are the reflection 
of a set of attitudes, of a code of values 
which brings a group and its individual 
members again and again into formal con- 
flict with the law or with the formal moral 
code of the community. The adult com- 
munity fears this group behavior more 
than just the occurrence of a single act 
of theft or vandalism, which is all too 
often excused with the comment that “boys 
will be boys.” It is the unpredictableness 
of individual acts, the feeling of violence 
behind the simplest of incidents such as a 
scuffle on a bus, the overwhelming quality 
of group acts of violence, the sense of hos- 
tility toward all adults and all institutions 
that have brought on much of the public 
outcry. The feeling that this behavior has 
a widespread influence on adolescents in 
general and may even affect one’s own child 
creates almost a sense of panic in many 
parents. 

These many acts of delinquent behavior 
must be viewed as related to the broader 
picture of contemporary urban adolescent 
behavior rather than as scattered sparks 
from a fire to be put out by being stepped 
on one ata time. These acts do not occur 
because of an absence of formal moral or 
legal knowledge. The adolescent, delin- 
quent or nondelinquent, knows what is 
illegal or immoral. He knows that legally 
and morally he is not supposed to stab 
someone with a knife, or take another 
person’s money, or have sex relations 
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Goals for Gang Workers 


with his girl friend. He knows these 
are wrong in the eyes of the larger adult 
community, and yet spontaneously, impul- 
sively, foolishly, or angrily he does them. 
If much of the delinquent behavior 
of adolescents including the more seri- 
ous, though occasional, acts of major law 
violation are impulsive and unplanned, 
then we cannot expect that approaches em- 
phasizing logic or punishment are likely 
to accomplish the desired effect with the 
members of the typical street-corner groups 
though they may affect other types of 
adolescents in the general community. 


GOALS AND ACTIVITIES OF WORKER 


Based on the concept that the delinquent 
behavior of members of a street-corner 
group grows out of a network of individual 
and group forces which include the pattern 
of group values, the goal of the street- 
corner group worker is to modify these 
forces in such a way that law violations and 
socially disapproved behavior will occur 
less frequently and that community-ap- 
proved behavior will occur more fre- 
quently. Such changes in the forces within 
the group will take place over a period 
of time; they will affect various individuals 
in the group in different ways, and they 
will also affect individuals beyond the 
group. A long-range goal is the modifica- 
tion of the forces within the significan 
groups in the adolescent community in 
such a way that the general communit 
pattern of adolescent values is affecte 
turn, the patterns of imitation for the 
young adolescent and preadolescent are 
changed so the effect will be cumulative 
over a period of time and will result in 
a less delinquent-producing community. 
This may appear to be a very large, 
perhaps speculative, statement of goal, but 
it is not if the resources that are available 
are clearly seen and understood. The most 
important resources the worker has in try- 
ing to achieve such a goal are the very 
forces which created the group in the first 
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place. In fact, it is probably true that the 
stronger the forces creating the group and 
the stronger the group cohesion resulting, 
the better the chance of success for the 
street-corner group worker—regardless of 
the extent of major law violation found in 
the group initially. 

When a boy moves into the street-corner 
group, it becomes a major source of guid- 
ance for his daily behavior. A major goal 
of group members is to achieve prestige and 
status, “to be someone instead of nobody.” 
Failure to achieve status by middle-class 
institutional standards for many reasons 
causes group members to seek status 
through “toughness.” Such toughness in- 
cludes many characteristics including the 
imitation of many adult behavior patterns. 
The effort to prove that one is tough and 
grown-up, that is, not a “fag,” “a square,” 
or “chicken,” lies back of many individual 
delinquent acts. 

How does a professional worker use the 
forces which bring the group together in 
the first place and cause it to use delinquent 
and aggressive behavior as one way of 
achieving status? The method chosen is 
that of introducing into the street-corner 
group situation a completely new element 
—an adult community agent who has an 
assignment to work with this particular 
street-corner group. A great deal can be 
presented about the specific activities of the 
worker, the steps he takes in working with 
the group, and the effects on the worker 
himself. Some of this is described in de- 
tail in other reports of the Special Youth 
Program and in reports from other pro- 
grams. 

The major steps in process for the pro- 
fessional worker appear to be as follows: 

1. An initial period of exploration in the 
community. 

2. A first major verbal contact with 
members of a specific teen-age street-corner 
group. 

3. A period of varied and often intense 
testing. 

4. Establishment of a contract through 
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which the group defines the form of struc- 
ture within which the worker will have 
continued contact with them—frequently 
a club. 

5. An extended period of mutual interac- 
tion during which the significant activity 
of the worker takes place. 

6. A period of termination. 

Particularly during the fifth step there 
will be intensive individual contact with 
some group members, involvement with 
families and work with other community 
agencies, as well as active program work 
with the group. But this is not just an 
unrelated series of events or a program of 
activities. In fact, if the worker only sees 
it as a series of program activities, then 
it becomes difficult to find a focus or to 
establish priorities among the endless de- 
mands upon his time. If the workers sees 
that his focus is the group and its values, 
and that modification of these values may 
have a greater effect within the group and 
on the community than he can _ have 
through a series of individual contacts, then 
he can put his work with a single indi- 
vidual or his response to a particular emer- 
gency situation into perspective. 

The appearance of the worker in the 
neighborhood situation and his initial ef- 
forts to become acquainted with the group 
are a first and significant step. By his be- 
havior he seeks to break down certain 
stereotypes the group has created about 
adults which form a convenient rationale 
for much of their attitude and behavior. 
This stereotype is that adults are against 
us, they don’t understand us, they don’t 
like us, they are afraid of us, if they pre- 
tend to be interested in us it is for their 
own purposes, and even if they are really 
sympathetic with us they are inconsistent 
and undependable. To the degree that 
the worker is successful in refuting these 
stereotypes through his own behavior, he 
opens the door for possible communication 
between himself and the group members 
and ultimately between the group mem- 
bers and other adults. His response to the 
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group strikes at some of its basic values. He 
is neither impressed by nor fearful of the 
tough behavior of the group; he is not im- 
pressed by how bad they are nor does he 
panic when they threaten to be bad. He 
does not lecture or threaten when con- 
fronted with delinquent behavior, but he 
is concerned about the consequences for the 
group members. He demonstrates this con- 
cern—not by protecting individuals from 
the consequences when the community ap- 
prehends them but by demonstrating his 
concern while they are in court and, if 
necessary, while they are in an institution. 
He tries to be consistent—consistent in his 
concern for them, consistent in his refusal 
to be a chaperone and thus relieve the 
group members of the necessity of facing 
up to the consequences of their behavior, 
and consistent in demonstrating in his own 
behavior that one can act like and feel 
like a “somebody” without proving how 
tough and bad he is. 

Thus the early relationship of the 
worker and group begins to break down 
the base upon which a fairly simple and 
unified set of group-supported values have 
been constructed, 7.e., that adults are bad 
and why should we be any better, or that 
adults don’t care about us and therefore 
why should we do what they want us to 
do? Moreover, a new type of person has 
come into the situation who can serve as an 
object of identification during this period 
of adolescence when identification is such 
an important process. 


HOW BEHAVIOR IS INFLUENCED 


As important as these two processes are, 
breaking down stereotypes about adults 
and provision of a new person for identi- 
fication, they are not enough because they 
do not deal with the prestige problem. 
Old forms of behavior are not given up 
easily, particularly if there is no correspond- 
ing gain in another direction. Therefore, 
once the period of initial testing has been 
completed and a more stable framework 
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Goals for Gang Workers 


of relationship has been worked out (fre- 
quently taking the shape of a formal ath- 
letic and social club), the worker faces the 
job of helping the group find new ways of 
gaining status and prestige and of break- 
ing down the barriers between the group 
and those community forces which the 
adolescent group members see as hostile 
as well as those they see as potential objects 
of exploitation. This is not easy. A group 
that is convinced of its inability to be suc- 
cessful in any group activity but a fight, 
or whose pattern of participation in an or- 
ganized activity, whether athletics or a 
dance, has traditionally involved heavy 
doses of alcohol, finds that it takes a great 
deal of group discussion—and loud arguing 
and cursing at each other—and a great deal 
of support and work and time from the 
worker before there can be suqess. Suc- 
cess need not be a victory at thé first foot- 
ball game or a profit at the end of the 
first dance. Success means carrying through 
to the end on a planned activity as an or- 
ganized group at a level of performance 
somewhat better than anticipated. It 
means ending a football game even in de- 
feat without a riot and with the feeling 
that as a group they have actually made 
a game of it. Using another term, the 
group begins to develop a new kind of 
internal morale, a new perception of itself, 
and the individual members get a new 
perception of themselves, too. At this 
point a number of forces come to bear on 
the situation with a cumulative effect. 
First, success in organized public group 
activities begins to draw public attention; 
such public attention may be sought by 
requests to merchants for financial support 
or news items in the local weekly. This 
public attention for community-approved 
activities begins to bring pressure from 
within the group for behavior to support 
the new community perception of the 
group. “The more elements that identify 
the group publicly—such as jackets, a 
name, or a meeting place—the stronger the 
pressure on individual members to make 
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their behavior support this new public 
attitude, 

Second, the requirements of having a 
club business meeting, an effective foot- 
ball team, or a well-run dance mean a 
certain amount of self-discipline within the 
group, a willingness to accept direction, to 
curb or defer the expression of aggressive 
or disruptive behavior. This is only true, 
however, when the activity (whether a club 
meeting or a football team) is a genuine 
expression of the interests of the group. 
Structure or program introduced before the 
initial testing is worked through may be- 
come only another area for testing. 

Third, through individually satisfying 
group experiences as well as through the 
relationship with the worker, individual 
tensions and hostile feelings may be re- 
duced so that acting-out behavior on the 
part of individuals may decrease. 

Fourth, through the individual efforts 
of the worker in some cases, and through 
new community attitudes toward the group 
as a result of their effective group activi- 
ties, new lines of communication may de- 
velop between the group as a whole or 
individual members and adult institutions 
in the community. The group may receive 
more of a welcome at the neighborhood 
community center both because the worker 
has been able to interpret their situation 
and feelings and because they are ready 
to exercise somewhat more control over 
their own behavior. These, then, are four 
of the ways through which the pattern of 
values and activities of the group are modi- 
fied. Individual behavior is modified as 
a consequence. 

This rosy view needs some qualification, 
however. Some individuals and cliques 
within a particular group may move faster 
or slower than the group as a whole. In 
both cases, the individuals or cliques may 
leave the group or take on a fringe re- 
lationship to it. The cliques that cannot 
move as fast in giving up hostile attitudes 
and behavior—and generally they have and 
are experiencing the greatest deprivations 
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and damage—may include individuals who 
are quite likely to continue to come to 
the attention of the police and courts. 
What is important is that they no longer 
set the pace for the entire group. There 
may be community factors that the worker 
alone cannot modify and that interfere 
with the movement of the group. The 
presence of other hostile and attacking teen- 
age groups who do not have a worker may 
make it difficult or even unsafe for a group 
to give up its psychological readiness to 
fight. Overt community racial discrimi- 
nation or extremely punitive attitudes on 
the part of the police may also delay 
changes in a group. A relatively weak 
group with little leadership may move very 
slowly and require more time and active 
support from the worker than a cohesive 
group. 

The ultimate goals toward which the 
worker and the agency aim must be eval!u- 
ated realistically. There will be no miracle 
changes in most cases, e.g., few of the ag- 
gressive acting-out boys will be chosen as 
the best all-round representatives of Ameri- 
can youth, few school drop-outs will re- 
enter school to continue into professional 
or business administrative fields. But cer- 
tain definite achievements can be expected 
if the job is done right. The type of be- 
havior that responds most readily to the 
treatment described above is public group 
behavior—the behavior of the football 
team, participation in gang fights, and 
group vandalism. The street-corner group 
worker approach, if used effectively with 
the several groups in a fighting network, 
can substantially diminish gang fighting. 
Also, a readiness may emerge to use exist- 
ing community youth agency programs and 
to re-establish participation in local church 
activities. 

Another aspect of behavior hopefully af- 
fected is public individual behavior, that 
is, behavior on the street corner, on public 
transportation facilities, and participation 
in theft, illegal behavior, and truancy, 
whether as individuals or in cliques. Al- 
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though complete improvement for ll 
members of the group should not be ex- 
pected, the total amount of such behavior 
involving group members should decrease. 
The area of behavior that may be least 
affected is private individual behavior, that 
is, social drinking, gambling, and sex be- 
havior when only a single couple is in- 
volved. The evidence to date indicates that 
in this area changes come more slowly. 
Most of this behavior reflects general pat- 
terns of behavior in the immediate adult 
community and is not acted on by law en- 
forcement agencies. Interpretations about 
goals to the general public should be 
realistic about what can be accomplished 
given the facts of contemporary society and 
the nature of urban community living. 


CONCLUSION 


Fssentially, a worker must begin by accept- 
ing a group of street-corner boys not as 
a collection of perverse and bad individuals 
or as a group of innocent but misunder- 
stood children, but as a group of indi- 
viduals operating within a framework of 
values which reflects their view of the world 
and the view of much of the community 
around them—a framework of values that 
brings them into frequent and often harsh 
conflict with the larger community. This 
framework of values may be opposite to 
that which the worker uses to guide his 
own life, but he must, nevertheless, accept 
its reality and the validity it has for the 
group members. His goal is to modify 
that framework of values, not by directly 
attacking it but by helping to create a 
series of real experiences for the group as 
a result of which their view of the world 
and its possibilities for them will be modi- 
fied and the standards by which they judge 
their own behavior and that of their 
friends will be modified. This calls for two 
qualities in the worker in great measure— 
patience and faith—faith in the potenti- 
alities of socially positive behavior on the 
part of the group members, and faith that 
our society has a place for them. 
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BY NORMA FIKE 


MEDICAL 
SOCIAL WORK 
SEUTION 


Social Treatment of Long-Term Dependency 


THERE Is A particular client group which 
traditionally has been the concern of all 
social agencies as well as social service de- 
partments in medical settings. These are 
the individuals and families who seem in- 
capable of independent functioning for 
more than brief periods. Their immaturity 
and emotional and financial dependence 
keep them returning to social agencies for 
help. They often maintain contact with 
more than one agency at a time. They are 
inclined to act out their conflicts through 
psychosomatic symptoms or socially delin- 
quent behavior, and always seem either to 
be building up to a crisis or recovering 
from one. 

In the medical setting many patients 
who offer poor prognosis for improved 
social and emotional adjustment are re- 
ferred to the social worker. The selection 
of those situations which have some poten- 
tiality for improvement is a challenge to 
the diagnostic and treatment skills of the 
medical social worker. Of necessity, how- 
ever, he will be involved in some cases 
which have poor prognoses. 

It is natural for the caseworker to be- 
come discouraged about the chronically 
maladjusted client. Increased awareness of 
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the psychic factors underlying the function- 
ing of this patient group has brought us to 
regard these situations and families as gen- 
erally hopeless because of their limited ego 
development and faulty superego. They 
have been treated accordingly, with help 
given in crises to meet the immediate and 
usually material needs, but with little hope 
of basic improvement. 

While this pessimism is justified to some 
degree in such cases, it is important to be 
aware of the attitudes and values that 
subtly condition appraisal and treatment. 
First, while it is natural for the caseworker 
to become discouraged about helping the 
client whose adjustment has seldom met 
more than the minimum standards for 
adult status in this society, this very dis- 
couragement inevitably will hinder any ef- 
forts at treatment, particularly if the client 
shows elements of depression. Second, there 
is some tendency to think of pathology as 
varying inversely with the strengths in the 
personality structure. Finding an impres- 
sive number of problems, the caseworker 
is inclined to overlook the possibility that 
there are strengths. 

Unfortunately, the problems in a situa- 
tion or the pathology in the personality 
structure are more readily identifiable than 
the dynamic elements and strengths that 
make change possible. While the pathology 
offends and alarms us and hence dominates 
our attention, the strengths require patient 
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large degree of 


searching, and often a 
imagination. Then, too, the healthier 
aspects of the patient's personality may be 
obscured not only by the pressures of his 
presenting problem and the need for a 
quick solution, but also by lacks in our 
professional knowledge. 

Finally, we need to recognize the pressure 
felt by agencies and workers constantly to 
sell, to demonstrate the effectiveness of their 
work, dictated no doubt by the need to 
gain acceptance and financial support. 
Since the process of helping a dependent, 
poorly adjusted person to function more 
adequately is costly, agencies and _ indi- 
vidual workers are likely to experience 
some misgivings about investing much time 
unless there is reasonable certainty of a 
successful outcome. 


CHRONIC MALADJUSTMENT 


The E case illustrates casework with a 
family with severe and long-standing social 
maladjustment, complicated by a severe 
physical handicap of the key client, along 
with some of the difficulties encountered 
in working with this type of problem. 
This family received help from the Social 
Service Department of Mount Sinai Hos- 
pital intermittently for the past 18 years 
In this and other medical settings the 
family was known first through Mr. E’s 
many hypochondriacal complaints and his 
refusal of psychiatric treatment years ago, 
through Mrs. E’s pregnancies and more 
recently through her diabetic condition and 
glaucoma. They were known to child guid- 
ance clinics through the delinquent and 
disturbed behavior of several of the chil- 
dren, to family agencies mainly through 
the referrals of other agencies for a com- 
prehensive approach, and to all of these 
agencies for their perennial requests and 
need for concrete assistance. Through all 
of these contacts they had been recipients 
of welfare assistance. Neither parent had 
worked in paid employment since the mar- 
riage. Some agencies had tried at times 
alone and at other times co-operatively to 
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involve the family in a treatment relation. 
ship, but such attempts were short-lived, 
being terminated by either the clients or 
agencies. Both Mr. and Mrs. E had shown 
themselves to be aggressive, hostile, and 
critical of the efforts of these agencies no 
matter what was done. They gave conflict. 
ing reports and created confusion among 
the different agencies. 

When our last contact began, a diag. 
nostic study was made as for a new case. 
As a result of this evaluation of the current 
situation, it was apparent that there were 
some strengths, though poorly directed, and 
certain dynamics operating which deserved 
further study. 

The patient, Mrs. E, age 55, had been 
blind for the past eight years as a result 
of glaucoma. She had had severely im- 
paired vision until the age of 12 when 
surgery for removal of congenital cataracts 
gave her enough sight for reading until the 
onset of the glaucoma. Our last contact 
began when she was referred to the Social 
Service Department by her clinic doctor 
who reported that she used each clinic visit 
for a tearful outpouring of her complaints 
about the financial difficulties and her 
loathing of her husband's sexual demands. 

Characteristically Mrs. E used the re- 
ferral to request convalescent care between 
two periods of hospitalization for treatment 
of the glaucoma. Although this care was 
not medically necessary, she supported her 
request by describing her marital relation- 
ship, which had never been satisfactory, 
and the repugnance she felt for her hus- 
band. She expressed an urgent need to 
get away from him and she saw convales- 
cent care as the most easily available means 
of doing this. She wept constantly and 
appeared to be experiencing mounting 
anxiety. 

Mrs. E lived with her husband and five 
of their seven children, three of them still 
in school. Mr. E, who for some time re 
fused to participate in this contact, had 
never in the past shown any great dissatis 
faction with his own or the family’s adjust- 
ment. Mrs. E had greatly resented the 
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Social Treatment of Long-Term 


demands of husband, children, and home 
and over the years Mr. E had gradually 
taken on the role of mother and _ house- 
keeper. Since the onset of her blindness 
Mrs. E had been out of the home much of 
the time to attend activities for the blind. 
The children were pressed into jobs as 
soon as they were old enough to work. As 
they reached adolescence they rebelled and 
became extremely articulate about the 
shortcomings of both parents. 

Mrs. E’s extreme anxiety, signs of in- 
creasingly inadequate functioning and emo- 
tional disturbance indicated that she was 
in a state of crisis. The precipitating fac- 
tors seemed to be the imminent withdrawal 
of public relief due to an increase in the 
children’s earnings, the resulting increase 
in the hostility of the children, and the 
possibility that surgery, then under consid- 
eration, would give her more vision. Since 
Mrs. E had to believe that all of her inade- 
quacies were the result of her blindness, 
the possibility of sight restoration was an 
added threat to her dependent adjustment. 
She made endless vituperative complaints 
against her husband and children and ap- 
peared willing to go to any length to 
accomplish a separation from them. A 
psychiatric examination revealed no under- 
lying process of deterioration. 

During this early period in the relation- 
ship, Mrs. E’s constant weeping and ex- 
tremely upset state made this a difficult 
period for the worker as well. There were 
unending requests which she thought the 
worker could grant or could influence 
others to give, such as free guide service, 
convalescent care, and concrete help in 
leaving home. Her manner in making 
these requests was one of indirect coercion, 
with the implication always that failure to 
grant requests could only mean that the 
worker disliked her and did not care about 
her suffering. She filled the interviews with 
covert hostility, but she could only be 
drawn to express this casually and indi- 
rectly. She complained to other hospital 
personnel and other agencies that the 
worker was not helping her. She main- 
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tained counseling relationships in several 
other agencies, not all of which she would 
admit, and seldom gave the same details 
or presented the same set of problems to 
any two of these agencies. Characteristi- 
cally while protesting that she wanted to 
“get away from Welfare,” she pointedly 
informed the worker that other agencies 
were making an effort to keep the case 
active with the welfare office. 

Initially, the worker was impressed with 
Mrs. E’s intelligence, shrewdness, and her 
ability to manipulate social agencies. She 
had been able to manipulate the environ- 
ment successfully in obtaining many things 
for herself and family, although finding 
little real satisfaction in what she was 
given. It was this factor which provided 
initial insight into her defenses. She “hated 
to beg for things,” yet persisted in asking 
for a great deal more than was necessary. 
Her excessive demands were seen as ex- 
pression of a powerful drive to obtain 
gratification of her need to be mothered. 
What she received could never be com- 
mensurate with the need and the frustra- 
tion was great. Contemptuous of the 
“gift,” she exploited the giver who had 
placed her in an inferior position. At the 
some time, to have her requests met pro- 
voked anxiety, casting more doubt on her 
own abilities and worthiness. She ex- 
pected rejection and provoked it by her 
manner. Her great need and her under- 
lying feeling about herself made it difficult 
for her to find any real gratification. More 
than anything else she wanted to be de- 
pendent, yet at the same time feared and 
loathed her dependence. The effect of lim- 
ited vision throughout childhood and dur- 
ing the past ten years was severe, impairing 
her ability to cope with her environment 
and personal interaction, and at the same 
time reinforcing her feelings of vulner- 
ability. Unconsciously, she thought of her 
blindness as punishment, evidence of her 
guilt and inferiority. 

Basically the aim of treatment was to re- 
duce the patient’s need for the exaggerated 
defenses which were leading her into more 
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destructive behavior and bringing increas- 
ingly hostile and frustrating responses from 
the people in her environment. Indirectly, 
through contact with the family and use of 
resources, means were sought of modifying 
the environment so that a more comfort- 
able adjustment would be possible for the 
patient. 

The difficulties in working with a per- 
sonality such as Mrs. E’s lie partially in 
diagnosis since the obvious pathological 
features are likely to dominate the worker’s 
attention, while certain aspects of the per- 
sonality antagonize or frustrate the worker's 
identification with the patient. When the 
worker examines his own initial responses, 
he has some impression of the effect the 
patient creates in her own environment. 
Such responses can be crucial if used as a 
tool in understanding the patient’s de- 
fenses. In this case the worker sensed very 
soon that Mrs. E was not responding to 
him as a person, but rather to her own 
concept of “social worker.” To have ig- 
nored this impression would have delayed 
an awareness of the patient’s hostile de- 
fense, her experience with social workers, 
the effect of her visual handicap, and a 
clue to her ability to test reality. Her 
anxiety, tearfulness, and obvious distress 
impelled the worker to act, while the de- 
manding, clinging, critical behavior taxed 
his patience as well as his objectivity. All 
these responses served as a guide in under- 
standing the personality structure and 
defenses. 

In treatment, the problem was to estab- 
lish a relationship which was strong enough 
to give support, and quickly, but which at 
the same time would not stimulate un- 
realistic expectations, a relationship which 
would neither threaten the defenses nor 
succumb to them. Essentially, this re- 
quired that the focus be kept consistently 
on the reality problems, on the level of 
social functioning. Requests were granted 
on a strictly realistic basis and help was 
offered objectively. Verbally the worker 
maintained a neutral attitude while seeking 
means of actually demonstrating under- 
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standing and acceptance. Efforts were di. 
rected toward helping Mrs. E to anticipate 
the results of her acts for herself with 
emphasis on her own welfare. 

To be helped Mrs. E needed an experi- 
ence in which the worker would not be 
overwhelmed by her hostility, anxiety, and 
tremendous need. While refusal of many 
of her requests was essential for treatment, 
she invariably interpreted this as rejection 
and reacted with hostility and _ self-pity. 
Some means of conveying the worker's 
acceptance of her was necessary. The cir- 
cumstance of the proposed surgery and the 
deep significance which her blindness had 
for her determined that this area provided 
the first opening for a demonstration of 
this acceptance. Close observation of her 
attitudes about her blindness and her man.- 
agement of it suggested that she had more 
vision than she would admit. Thus she 
felt trapped and fearful that surgery, if 
unsuccessful, would deprive her of the 
sight remaining to her. Such observations 
made it possible to anticipate and verbalize 
some of her reactions and fears in a general 
way so that she could then acknowledge 
them and get needed information and. re- 
assurance from both the worker and her 
doctor. With this experience Mrs. E began 
to be aware of the worker’s appreciation of 
her frustration and her efforts in relation 
to her handicap. 

Following the surgery, which was unsuc- 
cessful, another move which had the effect 
of conveying acceptance was the worker's 
request that Mrs. E discontinue her other 
counseling relationships if she wished to 
continue this one. Although resentful of 
this request, she found a new confidence 
in the worker and felt respected. 

As discussions were opened to a full con- 
sideration of her desire to leave home, she 
increased her efforts to manipulate the 
worker by the urgency of her need and 
suffering. Avoiding her defenses, the 
worker did not question her justifications 
or underlying motivations for leaving her 
family, but held firmly to a realistic con- 
sideration of the practical difficulties in- 
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Social Treatment of Long-Term 


volved. She could admit indifference to 
considerations of her own welfare and in 
time expressed hostile fantasies of getting 
revenge, of punishing her family and teach- 
ing them a lesson. Although her anger 
diminished somewhat and she could see 
more objectively her tendency to act in 
anger against her best interests, she felt 
powerless to stop it until she could be 
helped to discover the ambivalence in her 
feelings toward her husband and children. 
Since Mrs. E thought her difficulties and 
all possible solutions as being external to 
her, she was helped to consider various 
courses of action open to her and to antici- 
pate what each would be like for her. Tak- 
ing care to avoid any suggestion of criticism 
the worker helped her to anticipate the 
response of others. In this way she more 
quickly discovered her ambivalence toward 
her family and could weigh the conse- 
quences of leaving home with less need to 
punish them. As she found support in the 
relationship she exposed her feelings of 
failure as a mother, her great need to 
escape from so much evidence of failure 
and finally to take her share of responsi- 
bility for her husband's failure to support 
the family. Her expressions of guilt and 
failure were consistently limited, modified, 
and softened. Her protestations of help- 
lessness were questioned as treatment pro- 
gressed, and when her need for defense less- 
ened she could be more realistic about her 
plans for herself. 

Mrs. E had frequently been criticized 
for the amount of time spent in activities 
for the blind, but these activities when 
seen as her most effective means of warding 
off depressed feelings became a positive 
feature to be encouraged rather than criti- 
cized. She showed skill in handicrafts 
and her accomplishments were recognized. 
Indirectly repeated suggestions were made 
that the same values of her recreational 
activities could be found in work, with 
additional advantages of adult responsi- 
bility and income. She could talk about 
her fear of losing her dependent status with 
the hospital and other agencies if she took 
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a job but recognized her need to test her 
ability and her desire to plan her future 
alone and in this way to resolve her con- 
flicting feelings. After years of dependence 
on guides she quickly learned to travel 
alone so that she could work in a sheltered 
workshop. She made an excellent adjust- 
ment and the possibility of regular employ- 
ment is now being considered. 

There are other aspects of the treatment 
which have not been included here. From 
time to time there was contact with other 
members of the family including five of 
the seven children and Mr. E. 

With Mrs. E openly rejecting the chil- 
dren and all members of the family show- 
ing little restraint in expressing their hos- 
tility, there were frequent periods of family 
turmoil. At such time the worker might 
see one of the children to reduce the ten- 
sion and help the child curb his acting out. 
At times the children initiated the contact 
with the worker. Mrs. E was generally 
fearful of the outcome of these periods of 
stress and was relieved by the contact be- 
tween worker and child. However, in 
discussions of the family disturbances the 
worker avoided any suggestion of identifi- 
cation with the children, questioning Mrs. 
E to help her see the consequences of her 
method of handling situations and raising 
alternatives for consideration. Mr. E re- 
sisted contact with the worker until he 
became alarmed by the changes he noticed 
in Mrs. E once she could admit her share 
of the responsibility for his failure to work. 
For the first time in thirty years, he was 
certain she would leave him. While he 
came to threaten the worker, he readily 
admitted his own need for help and ac- 
cepted appointments for himself. He was 
determined to find employment before his 
wife could carry out her threat to leave 
him and get a job. 

Clearly, this couple has made a socially 
acceptable adjustment and has achieved 
a degree of independence in functioning 
which two years ago seemed impossible. 
Both have shown sufficient strength to be 
able to give up their extreme dependence. 
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Both of them are working and are finding 
satisfactions in doing so. These satisfac- 
tions have in turn increased their ego 
strengths sufficiently so that they are now 
more responsive to each other’s needs and 
are able to modify some of their more 
destructive behavior. We have neither 
sought nor obtained a basic personality 
change in Mrs. E. Both Mr. and Mrs. E 
are still very dependent people. 

The impetus for this change came as ex- 
ternal circumstances were seriously threat- 
ening the patient’s existing adjustment. 
The casework objective was to utilize these 
inner and outer factors in as constructive 
a manner as possible in helping the patient 
modify her adjustment, and thus indirectly 
bring about improvement in the family as 
a whole. 

An examination of the experience with 
this family over the years may be of some 
value in appraising the methods of dealing 
with similar problem families. A study of 
our department's contacts with the family 
suggests that Mr. and Mrs. E presented 
both strengths and problems that were not 
sufficiently explored in early contacts. 
Many of the treatment measures used, such 
as financial assistance, vacations and pro- 
longed periods of convalescence, and home- 
maker service had the effect of exacerbating 
rather than alleviating the problems. The 
fact that treatment was partialized among 
several agencies made it possible for the 
family to exploit each one. Moreover, no 
one agency could have a picture of the total 
functioning of this family as a unit. When 
the various agencies involved became aware 
of the way in which the family was manipu- 
lating them, they withdrew their interest, 
rather than use this knowledge as a further 
diagnostic clue. 

Because Mrs. E was the crucial figure in 
the family and was obviously dissatisfied, 
she should have been considered the key 
client. However, various agencies concen- 
trating on Mr. E’s unemployment made 
him the principal client even when Mrs. E 
initiated the contact. A child guidance 
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clinic did attempt to work with her, but 
when emphasis was placed on her responsi- 
bility for her child’s stealing, she withdrew 
him from treatment. 

Another difficulty in previous efforts to 
help this family was the fact that consist- 
ently the focus of treatment was the factor 
of dependency. The equally crucial ele. 
ments of depression and hostility were ig- 
nored. Although many agencies attempted 
to satisfy their demands, it is apparent that 


both Mr. and Mrs. E were rejected as 
people. 
CONCLUSION 


Since it is impossible for existing social 
agencies to provide intensive casework 
treatment to all people who need such 
service, it seems practical to concentrate 
attention on preventive measures. Agencies 
usually feel justified in selecting those per- 
sons most amenable to improvement for 
intensive casework treatment. Under the 
pressures of large numbers of clients and 
demands for services, we also feel compelled 
to find short-cuts. 

We need hardly remind ourselves, how- 
ever, that some of our most serious and 
pressing social problems are then doomed 
to a routine, static, and superficial treat- 
ment which results neither in improved 
functioning on the part of the client nor 
added knowledge for the profession. Often 
short-cuts merely defeat our purposes and 
at best provide ineffectual treatment for 
“only the immediate problem.” 

Both the extent and the duration of this 
extreme social maladjustment lead us to 
assume that little can be done other than 
to provide concrete assistance when neces- 
sary. There is a tendency to believe such 
cases hopeless, and therefore not worthy 
of the full and careful diagnostic evalua- 
tion given to other cases. Perhaps we have 
found it easier to escape responsibility by 
placing the onus on the client who “has 
no strengths to work with” than to search 
honestly for techniques that can be effec- 
tive and practical in helping him. 
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BY ELSE B. KRIS, IRENE L. HITCHMAN, AND ELSE JOCKEL 


New Drug Therapy and the Rehabilitation 


of M ental Patients 


BY ELSE B. KRIS, M.D. 


Soctal Implications of the 
New Drugs 


Topay THE MAJority of mental patients re- 
turning to our communities are doing so 
as a result of successful chemotherapy. As 
more and more patients leave the hospitals, 
many of them after a hospitalization of at 
least several years’ duration, questions re- 
lated to modern drug therapy assume 
progressively greater importance. 

While some investigators allowed their 
enthusiasm about the effectiveness of 
modern chemotherapy to run out of 
bounds, and others showed definite reluc- 
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tance in admitting that they had any 
efficacy, we reached a point where the value 
of this new approach to treatment in psy- 
chiatry is more or less generally accepted. 
Various authors have described the changes 
inside our state hospitals as a result of large 
scale drug therapy: the transformation of 
wards full of noisy, unco-operative, dis- 
turbed patients into halls where quiet, well- 
behaved people live, who take care of their 
personal needs, show interest in their per- 
sonal appearance, and take part in various 
occupational and recreational activities. 

Henry Brill in a recent publication stated 
that there are currently 14,659 patients in 
the New York State Hospitals receiving 
chemotherapy and that 60-80 percent of 
them may become suitable for release. Re- 
ports from New York State and other parts 
of the country indicate that, while the num- 
ber of hospital admissions has not gone 
down appreciably, hospital releases have 
greatly increased. It is generally found that 
the return rate to the hospitals ranges from 
30-35 percent. Although the relapse con 
trol is presently still under investigation, 
it appears that the outlook is favorable in 
this respect, too. Benjamin Pollak and 
others have found the rate of relapse to be 
reduced to about 5 percent. 
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The ongoing study ' to be discussed here 
has so far shown the relapse rate to stay 
under 10 percent. The patients under ob- 
servation were not selected in any way but 
were simply referred to the clinic upon re- 
lease from a mental hospital in the New 
York metropolitan area with advice to visit 
the clinic on the day immediately following 
their release. Data regarding the exact 
family constellation and the entire socio- 
economic set-up were taken from the pa- 
tients as well as members of their family. If 
a maintenance thorazine therapy was 
recommended by the hospital, the patient 
received the required amount of the drug 
on each time of visit. Patients were seen 
at the clinic during the first 2-3 months 
once every week by the psychiatrist and the 
social worker. Needs arising from assist- 
ance in finding employment, vocational re- 
habilitation, housing facilities, change of 
residence, and so on, were recorded and, as 
far as possible, assistance given. Stress sit- 
uations causing increased anxiety and the 
danger of relapse were controlled by ad- 
justing the thorazine dosage. Careful con- 
sideration was given to observe occurrence 
of any possible side-effects. After patients 
had developed a certain degree of confi- 
dence and learned that they could turn to 
the clinic for help whenever they felt the 
need for it, visits were gradually reduced to 
about once every month. 

For almost two years, 250 patients have 
been kept under such close observation. 


IMMEDIATE PURPOSE OF STUDY 


The aims of this study are to gain knowl- 
edge hitherto missing on the specific ques- 
tions: 

1. Which patients require maintenance 
therapy? All chronic patients, that is, 
those who have had extended hospitaliza- 
tion or several hospital admissions, must 
be kept on maintenance dosage if recur- 
rence of symptoms is to be prevented. Some 





1 Carried out in collaboration with Smith, Kline 
& French Laboratories, Philadelphia. 
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cases, however, although of a more acute 
nature, still require maintenance dose if the 
stress situations in the environment are 
considerable. It appears that the excite. 
ment of coming home and adjusting to the 
outside world is better tolerated if mainte. 
nance therapy is given for at least the first 
few weeks after which it can be again dis. 
continued. 

2. How long should maintenance dosage 
generally be continued? Chronic cases seem 
to require infinite continuation of mainte- 
nance therapy. Maintenance dosage started 
in order to bridge the period of readjust- 
ment can be safely discontinued after the 
patient appears to be comfortable and 
establishes a new routine of life. Occa- 
sionally, when a patient starts employment 
and the tension interferes with his sleep, 
maintenance dosage over the first few weeks 
is helpful to his work adjustment. 

3. How high should maintenance dosage 
be? It was generally observed that 50-150 
mg. daily are sufficient to maintain the 
level of adjustment. If, however, symptoms 
such as anxiety or insomnia appear, the 
dosage has to be increased for several wecks; 
with the disappearance of symptoms it can 
be lowered to the previous amount. In this 
way it has been possible to control cases of 
impending serious relapse. A single daily 
dose at bedtime seems in the majority of 
cases to maintain the level of improvement 
without causing drowsiness that might in- 
terfere with work. Of the 134 patients 
presently on maintenance dosage, 82 are 
employed, 60 of them receiving a bedtime 
dosage only. But it appears imperative to 
see these patients regularly for control of 
dosage and of possible complications, and 
in order to vary the dosage according to 
individual needs. 

Another important reason for seeing these 
patients at regular, frequent intervals is the 
need to determine whether the drug is 
actually being taken. Sometimes patients 
who came to the clinic irritable and tense 
were discovered not to have taken the drug 
for several days. Moreover, stress situations 
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requiring change of dosage can be dis- 
covered only if these patients are seen fre- 
quently enough. . 

4. What is the incidence of complica- 
tions? The question of greatest concern, 
particularly in connection with the after- 
care of patients requiring maintenance 
therapy outside of the hospital, centered 
around the possibility of complications re- 
sulting from prolonged drug administra- 
tion. Thus far, it seems there are far less 
untoward side-effects of thorazine, even 
when taken for a prolonged period, than 
might have been expected. The only side- 
effects observed are mild skin rashes, con- 
stipation, and occasionally drowsiness. 


FUTURE IMPLICATIONS OF THE STUDY 


A further important aim of the project is 
to gain some knowledge of the social factors 
assisting with or interfering with successful 
socioeconomic reintegration of former 
mental patients. Thus far the study has 
shown a series of highly important social 
factors. The difficulties encountered by 
many of these patients are manifold and 
have frequently been so severe as eventually 
to exert unbearable stress resulting in re- 
turn of psychotic symptoms necessitating 
rehospitalization. 

Before discussing the adversities in gen- 
eral, however, it is appropriate to mention 
shortcomings in professional ranks. Many 
patients come to the Aftercare Clinic with 
the feeling of visiting a parole board, where 
they are to be tested for possibly existing 
symptoms warranting their return to the 
hospital. Hence, they are reluctant to dis- 
cuss any of their problems and eager to 
avoid contact with social workers and psy- 
chiatrists. It is imperative that we remedy 
such attitudes and put our clients at ease, 
helping them to know the clinic as a place 
where they find understanding and help, 
not only for their social problems but also 
for their personality problems. They must 
be assured that discussion of the recurrence 
of psychotic symptoms will lead to maxi- 
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mum effort for their control on an ambu- 
latory basis rather than to their return to 
the hospital. If we are successful in estab- 
lishing an atmosphere of mutual confi- 
dence, eliminating rejective attitudes on 
both sides, we can start attacking some of 
the existing social problems, e.g., changes in 
family constellation, as seen in the follow- 
ing cases: 

Mrs. BK had been hospitalized for over 
ten years. When she returned home, her 
children, who hardly remembered her at 
all, were antagonistic. Their father showed 
more interest in the woman next door than 
in this newly arrived woman who claimed 
to be their mother. They showed open re- 
bellion to any of her attempts to bring 
order into the house and into their activi- 
ties. Everybody seemed waiting for her to 
make the false move which would be the 
excuse for her rehospitalization. With the 
assistance of supportive therapy in addition 
to maintenance drug therapy, she was able 
to weather the storm. Now, eighteen 
months later, she is again the rightful wife 
and mother in the house, accepted by hus- 
band and children. 

During Mrs. KB's eight years of hospitali- 
zation, her husband had received an annul- 
ment and remarried. The children grew 
up without knowing that there existed an- 
other mother than the one who lived with 
them and their father. Mrs. KB was not 
even permitted to see her children. She had 
no other family and found herself com- 
pletely isolated. She openly rebelled, cre- 
ated a scene in her husband's office, and was 
quickly returned to the hospital in a highly 
disturbed condition. 

Mrs. MT presented another problem. 
Shortly after her husband's desertion, she 
became psychotic and had to be hospital- 
ized. Her three children were placed in 
two different foster homes. When released 
from the hospital five years later, she was 
unable to accept the situation at all, could 
not understand why she was not permitted 
to have her children live with her right 
away, and considered the arrangement of 
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visiting them at certain intervals extreme 
hardship. Because of the duration of her 
illness it was deemed necessary to see 
whether or not she was capable of adjusting 
to life outside the hospital before removing 
the children from the foster homes. The 
delay was apparently too much for Mrs. 
MT. She became upset before arrange- 
ments for the return of her children were 
completed and had to be returned to the 
hospital. 

Whether her adjustment would have 
been more successful had different arrange- 
ments been made is still a question in the 
minds of those who dealt with the case. It 
is one that should be carefully considered 
in each instance where the problem of re- 
turning children to their mother soon after 
her release from a mental hospital is being 
faced. In another case where four children 
were returned from foster homes to their 
mother, who was provided with a home- 
maker, all concerned were able to make a 
good adjustment. 

Public assistance is of great importance 
in many instances. The need for proper 
clothing comes up frequently. As one 
woman stated: “I have been in the hospital 
for ten years. I have not only grown out of 
my clothes, but they are outmoded and I 
am ashamed to be seen in such dresses, and 
therefore cannot go out to look for work 
or to meet people.” Rulings prevalent in 
various agencies will need to be recon- 
sidered and revised. Attitudes of those 
agencies dealing with the assignment of 
housing facilities are also in need of revision 
as they relate to former mental patients. 

Employment of patients in the study 
highlighted grave social difficulties. Inter- 
viewers in the various employment services 
seem uneasy about meeting these patients 
and frequently handle the situation by 
sending them back and forth to the clinic, 
continually requesting new information. 

When a patient is finally sent to a pos- 
sible employer, the question of whether to 
reveal the fact of his hospitalization arises 
as a real hazard. It has happened that 
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patients who stated that they had been men. 
tally ill did not get jobs. Others who did 
not disclose this fact were immediately fired 
when it was later discovered they had been 
in a mental institution. They were simply 
told they had withheld important informa 
tion. 

People in the communities treat former 
mental patients in ways that reveal they are 
afraid of them. Patients respond with in. 
creased reluctance to meet neighbors and 
make new acquaintances. Many, moreover, 
have considerable difficulty in initiating 
conversation: “What can I talk about? For 
years I have been locked behind bars. | 
saw restraints, heard people screaming, saw 
them tearing their clothes to pieces. | 
really find it very hard to talk to anybody.” 
Thus patients are not infrequently com. 
pletely isolated. The need for better public 
education on these points, for the estab 
lishment of more and better social clubs 
and church groups where such patients are 
fully accepted is very great. 


CONCLUSION 


The study thus far indicates that social iso- 
lation seems to present the greatest prob- 
lem. Uprootedness, problems of family 
constellation, cultural background settings, 
group identification are areas which have 
great bearing on the problem of readjust- 
ment and will require thorough investiga: 
tion on a larger scale. The clinic teams of 
psychiatrists and social workers will have to 
become more effective. Prior to hospital 
release, better preparation for placement of 
patients in the community will have to be 
made and all the existing factors in each 
individual case will have to be carefully 
considered. Society at large has to face the 
enormous task of proper re-education of the 
public to make it possible for former mental 
patients not to be met as “former inmates,” 
but as human beings in desperate need of 
friendly and understanding assistance in 
their attempts toward socioeconomic read- 
justment. 
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Follow-up Study 


BY IRENE L. HITCHMAN, M.D. 


A Follow-Up Study of 
Patients Treated with 
Tranquilizing Drugs 


SPRINGFIELD STATE Hospitrat, the largest 
mental hospital in Maryland, has an aver- 
age inpatient population of about 3,400 
patients and an admission rate of 1,300 pa- 
tients per year. In addition to the usual 
forms of psychiatric treatment, between 
1,000 and 1,200 patients are on drugs. Some 
of these patients have been under treatment 
for over two years. Eighty out of 100 
chronic schizophrenic patients treated with 
these drugs experience their calming and 
quieting effects. About 10 percent show no 
appreciable response. The remaining 10 
percent improve gradually to the point 
where they function on their former level, 
and, by observation and clinical psychiatric 
examination, cannot be considered psy- 
chotic any longer. On psychological test- 
ing, however, the suppressed illness is still 
evident. Apparently the clinical improve- 
ment is due to suppression of the symptoms 
similar to the action of barbiturates in 
epilepsy or insulin in diabetes. Among 
these patients are some who have been 
hospitalized for ten, fifteen, or more years 
and have not responded to other forms of 
treatment. The amount of interest and 
work invested in such patients is remark- 
able. Each patient is seen regularly by the 
hospital psychiatrist in the outpatient 
clinic in order to make sure that the patient 
continues taking the drug in the prescribed 
maintenance dosage. Again and again, re- 
ducing or discontinuing the medication has 
led to a relapse and rehospitalization. 
Long before the patient leaves the hos- 
pital, he is gradually prepared for living 
in the community. His work assignment 
in the hospital is changed and his job place- 
ment is selected in accordance with the type 
of work that he will be expected to do 
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after leaving the hospital. His hours of 
work and the responsibility are gradually 
increased to test whether he is capable of 
full-time employment. If indicated, he is 
referred to the vocational rehabilitation 
service while in the hospital. He lives on 
an open ward and is encouraged to make 
weekend visits or to take shopping trips to 
the nearby village. If there are interested 
relatives or friends, the patient’s condition 
is discussed with them and the patient may 
go home. If, however, as is often the case, 
there are no relatives or interested friends 
left, the patient is referred to the Social 
Service Department for foster care place- 
ment. 

Upon the request of the commissioner of 
mental hygiene, the case supervisor of the 
outpatient clinic and the writer made a 
study to determine the social functioning of 
patients whose psychotic manifestations 
were abolished or suppressed by tranquiliz- 
ing drugs to see whether they constitute an 
appreciable risk to the community. A six 
months’ period from October 1, 1955, to 
March 31, 1956, was chosen arbitrarily. 
Every patient who left Springfield during 
this time was screened and only those in- 
cluded in the study who were treated with 
drugs during their stay in the hospital and 
on leaving for one year were advised to con- 
tinue on medication. Patients going home 
for short visits were not considered. The 
period of observation in the community 
varies from one year to eighteen months. 
The first evaluation was made in the fall of 
1956, the second in March 1957. A form 
was drafted to collect the following informa- 
tion: (1) statistical data: name, age, sex, 
diagnosis, dates of admission and discharge, 
name and address of responsible relatives; 
(2) drug and maintenance dose prescribed; 
(3) adjustment in the community. The 
latter was broken down to nature of follow- 
up: (a) whether by interview with the pa- 
tient, with relatives, or both; (b) whether 
followed by hospital outpatient clinic, 
county mental hygiene clinics, private psy- 
chiatrist, or general practitioner; (c) side- 
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effects; (d) management of cost; (e) patient's 
ability to work; and (f) evaluation of 
therapy by the patients and their relatives. 

Fifty-one patients were included in the 
study and 47 were contacted. Twenty-four 
were female and 27 male patients; ages 
ranged from 18 to 53 years, with the ma- 
jority between 25 and 40. The diagnosis 
was mostly schizophrenia, predominantly of 
the paranoid type. Twenty-eight patients 
were treated with chlorpromazine, 17 with 
reserpine, and 6 received combined treat- 
ment with both drugs. Maintenance doses 
varied from 50 to 400 mg. of chlorproma- 
zine and from .75 mg. to 4 mg. of reserpine 
daily. In more than half of the cases we 
succeeded in interviewing both the patient 
and a responsible relative. However, in 
rural areas far from the hospital, local 
agencies were contacted and their social 
workers or public health nurses assisted in 
getting the necessary information. Thirty- 
eight patients took their medication regu- 
larly, one sporadically, and 12 stopped 
taking it, frequently after the hospital sup- 
ply was exhausted. Patients are usually 
given one week’s supply of the drug when 
they leave the hospital. Twenty-two pa- 
tients evaluated the drug positively, 5 nega- 
tively, and 16 indecisively. Twenty-four 
relatives felt that the drugs were definitely 
helpful; 3 did not see any particular bene- 
fit in them; Il were undecided. A con- 
siderable number of patients had a tendency 
to modify their dosages. About half the 
patients were followed in our outpatient 
clinic or by physicians in the hospital, 13 
by a general practitioner or health officer, 
and 5 by private psychiatrists. 

Only 7 patients complained of side- 
effects, mostly of drowsiness, 1 complained 
of itching of the skin and | of blurred 
vision. While routine laboratory examina- 
tions for our patients in the community are 
not required as long as they have no physi- 
cal complaints, they are encouraged to re- 
port any skin manifestations or dark color 
of the urine to their physician. Patients on 
chlorpromazine are warned of the potential 
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seriousness of a sore throat or elevation of 
temperature. 

The cost of the drugs is of considerable 
importance. Seventeen patients stated that 
the cost was no problem to them; I1 said 
they could manage; 15 said it was difficult; 2 
had to be supplied with drugs by the hos. 
pital. Later, through various sources of 
funds, arrangements were made to supply 
the drugs free to indigent patients, or to 
permit their purchase from the hospital 
pharmacy at cost price if warranted. 

No attempt was made to evaluate the 
patient’s mental condition by a formal psy- 
chiatric interview or by psychological tests, 
but inquiry as to each patient's functioning 
was made. Seventeen patients returned to 
their old jobs; 15 were employed either 
part or full time but were carrying less re- 
sponsibility; 15 were unemployed. It may 
be more than a coincidence that of the 17 
patients who were able to return to their 
original level of employment, all but 2 had 
taken their medication regularly. 

At the time of the first evaluation last 
fall, only 1 patient had to return to the hos- 
pital. She has since left the hospital. In 
March 1957, 7 more patients had had to re. 
turn, 6 of whom are still in the hospital. Of 
these, 2 patients had discontinued their 
medication and again became _ psychotic. 
Two patients came back for social rather 
than psychiatric reasons and will leave the 
hospital as soon as adequate homes can be 
found for them. One patient requested 
admission in a veterans’ hospital. Two 
patients whose adjustment in the com- 
munity had been marginal were returned 
by their relatives with a statement that the 
patients needed too much _ supervision. 
None of them caused major disturbances. 

With allowance for the small number of 
cases in the study and the relatively short 
period of observation, it appears that pa- 
tients on tranquilizing drugs who are re- 
leased from hospitals make a better than 
average social adjustment and do not seem 
to constitute a greater risk to the commu- 
nity. 
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Discussion 


DISCUSSION BY ELSE JOCKEL 


The Challenge of the 
New Therapies to Social Work 


TODAY PSYCHIATRISTS ARE discussing with 
us, the social workers, the social implica- 
tions of one of the most significant discover- 
ies in recent years which will doubtlessly 
affect a substantial proportion of the people 
in our communities. Both the foregoing 
papers emphasize that the ultimate benefit 
to humanity from the drugs will depend on 
how we solve the social problems and meet 
the social needs arising out of this powerful 
medication. Reassuring though it is to see 
that psychiatry continues to have this deep 
concern for the follow-up of treatment and 
for affecting social readjustment of former 
patients, psychiatrists cannot be expected 
to carry this responsibility alone. If we are 
to have an all-out community program for 
mental health, social workers must partici- 
pate, for social workers are here to help 
those individuals who experience problems 
of social adjustment. 

To those who have been observing new 
trends for quite some time, the tasks ahead 
may amount to not much more than mop- 
ping-up operations after a major battle. 
For social workers, there is a question de- 
manding an answer: Can we be a part of 
these new developments and what will these 
developments mean to our present ways of 
functioning? 

There is no easy answer, but if social 
work is to participate responsibly in the 
new scheme, we must divorce ourselves 
from the idea that our present patterns will 
respond adequately to the needs of this 
new era. Shifts in emphasis in practice, 
training, and approach will be required: 
(1) There must be a more inclusive kind of 
awareness of need. (2) It may be necessary 
to stress the generic nature of social work 
and discourage the kind of specialization 
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which tends to exclude people from service 
rather than include as many as possible. (3) 
Where there is specialization, it should be 
based on expertness in functioning on var- 
ious levels of service rather than on cate- 
gories of problems. Instead of training 
solely to become child welfare workers, 
family workers, psychiatric workers, school 
workers, or probation workers, we may need 
to develop greater skills in case and group 
work practice, supervision, administrative 
research, and especially social consultation. 

With the trend toward community-cen- 
tered mental health programs moving fur- 
ther and further away from the old concept 
of custodial care for the mentally afflicted, 
there will be a far greater number of people 
needing mental hygiene attention and 
other community services to promote 
mental health. On the practice level it may 
no longer be possible for a social worker in 
any agency to make an entry in a case 
record: “Case closed. Service completed be- 
cause the mother, who was the major prob- 
lem in the family, was committed to the 
state hospital.” ‘The case will probably not 
be closed. Instead, it will become more 
active because illness has stricken the family 
and supportive help from the social agency 
is required to sustain the family during the 
time the mother has to be away. 

The community agency may also have to 
play a more important role at the critical 
time when a family member, absent for 
many years and now responding to drug 
therapy, is released from the hospital. 
Where such service does not exist, it will 
have to be developed. Picture the problem 
of an ex-patient released on drug therapies 
after ten to fifteen years of hospitalization— 
not as that mysterious, totally different 
creature “whose ways only a psychiatrist can 
understand”—but as the human being he 
or she really is. Any individual who re- 
turns home after a long illness has been out 
of touch with people and events. Were his 
illness physical, he could expect some 
friendly assistance in getting started again: 
his family prepared for him, his friends 
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awaiting him, perhaps his room redeco- 
rated. The mental patient, on the other 
hand, is lucky if a family member has 
signed his parole. Even then parole can 
hang heavily between them, since any vio- 
lation may send the patient back to the 
hospital. He feels like an unwelcome 
stranger. Instead of being welcomed by 
neighbors, he often may not even be seen 
by them, lest their panic over his being in 
the neighborhood lead to a return to the 
hospital. He must face the very same com- 
munity which considered him unfit to live 
there fifteen years ago. 

There is no end to the need for all kinds 
of services we now have in our community 
agencies and for the many others which still 
must be developed. Question could be 
raised as to why the hospital social worker 
is not the appropriate person to assist. The 
answer is that she must be until the com- 
munity agency begins to take on a part of 
the rehabilitation task. When it does, the 
hospital social worker can appropriately act 
as a psychiatric consultant to the com- 
munity agency regarding those problems 
where her specialized experience is needed. 

Humanly, we all know that no one but a 
host can convince a newcomer that he is 
welcome. Professionally, we can learn 
much from this simple concept. State hos- 
pital social workers, trying through foster 
care to help recovered patients find their 
way back into community living, know that 
it is the community person who, by opening 
her home to our patients, becomes the 
major therapist. Help from the hospital 
means far less, for often such help makes it 
only the more obvious that only the hospital 
is really interested in the returning patient's 
welfare. To earn acceptance again, the pa- 
tient must experience the community's 
acceptance; and who but the social agency 
can better convince him? 

The social group work field will have to 
come out of its activity-centered corner and 
give its knowledge of group process and 
special skills more purposefully to mental 
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health organizations. Family members of 
newly admitted patients, those of the long. 
time hospitalized who are preparing for re. 
turn home, and especially the people who 
have already returned to the community, 
need to come together in small discussion 
and activity groups, in order to live out re. 
adjustments socially. 

On the broader scale, social workers, the 
experts in problems of change, should be 
the ones to be called upon to sustain the 
changes which are achieved inside and out. 
side of hospitals. There will be much am. 
bivalent feeling—even among the progres 
sive professionals—when the time comes 
to take on new tasks and to let go of some 
that are no longer necessary. In this con- 
nection, the social consultant will probably 
become an increasingly important figure 
This person can translate the insights and 
skills gathered in usual social work practice 
into relationships with other disciplines 
who may have contact with ex-mental pa- 
tients. Because of the shortage of all pro 
fessional personnel, but also because 
another kind of help than social service 
may be more appropriate at given times, 
the direct service may have to be given by 
a discipline that calls in consultants from 
other fields. For example, mental patients 
on drug therapies frequently require medi- 
cal service. Therefore, a nurse is best, but 
she must have consultants from other disci- 
plines available to her. The social worker, 
by reason of social work’s basic job, can 
bring into the consultative relationship the 
insights and experience of her field, and so 
enable many people to benefit from her 
specialized knowledge. 

A tremendous challenge has emerged for 
social workers, confronting us with the 
choice between letting the movement 
toward mental health pass us by, or becom- 
ing a part of the exciting new scheme. De- 
ciding for the latter will mean more work, 
much change, and greater flexibility in the 
use of our imagination, skills, knowledge, 
and insight—but also greater gratification. 
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BY JOHN R. ALTMEYER 


SCHOOL 
SOCIAL WORK 
SEUTION 


The School Social Worker and Problems 


of School Attendance 


THERE Is A great deal of question as to 
whether school social workers, as a part of 
their professional duties, should have the 
responsibility for investigating problems of 
attendance. Many school social workers 
in school systems in which attendance work 
is their responsibility resent the time spent 
in day-by-day checking for the reasons why 
a child is absent. They resent the repeated 
home visits, the authoritarian, threatening 
approach they may feel is necessary in those 
cases where there is a pattern of chronic 
nonattendance or truancy. It is felt that 
this kind of “legwork” takes away from 
the time that can be spent with those chil- 
dren and parents who truly need casework. 
Since nonattendance of school is a viola- 
tion of the law, it should be dealt with by 
those who are identified with law enforce- 
ment. Is this kind of opinion valid, or 
does every attendance problem have an 
area to which casework methods and prin- 
ciples can be therapeutically applied? 
The average child, who is making a 
reasonably good adjustment in his total 
life, generally enjoys school, enjoys learn- 
ing, and wants to attend school. School is 
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where the child learns the skills and ac- 
quires much of the knowledge which will 
help him toward maturity and help him 
cope better with his world. Fritz Redl 
puts it in this way: “Schools are the insti- 
tutions set up by society to help the young 
acquire the skills, knowledge and attitudes 
needed in adult living. As far as children 
are concerned, the main business of living 
in school is learning in one form or an- 
other. Most expect and want to master 
reading, other language arts, and number 
skills. They enjoy making things and ex- 
pressing themselves through various artistic 
media. They expect to acquire interesting 
knowledge about the world in which they 
live. In addition, they take more or less 
delight in developing new ways of think- 
ing and getting along with people.”! If 
these statements are true, it must be as- 
sumed that the child who chronically ab- 
sents himself from school is having some 
difficulties in his social and emotional life 
that are contributing to his absence; there- 
fore he is the concern of the social worker, 
the psychologist, and the psychiatrist as 
well as the educator and the law-enforce- 
ment officer. 





1 Fritz Red! and William W. Wattenberg, Mental 
Hygiene in Teaching (New York: Harcourt, Brace 
& Co., 1951), p. 187. 
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FEELINGS ABOUT ATTENDANCE WORK 


Why is the present-day social worker re- 
luctant to involve himself or herself in 
attendance work? As professional people, 
working in the realm of people’s emotions, 
most social workers like to look upon them- 
selves as giving, nonjudgmental people, 
who have the ability to understand and 
to empathize. They do not like to be cast 
in the role of an authoritarian or punitive 
figure. By tradition, the attendance officer 
or truant officer in a school system is an 
authoritative and perhaps authoritarian 
figure. He is also, by tradition, frequently 
caricaturized as a rather stupid person. The 
truant officer is commonly portrayed in 
comic strips, cartoons, and movies as the 
“hooky cop,” constantly on the alert to 
pounce upon and punish the child, but 
constantly being outwitted by the child. 
This traditional picture of the truant of- 
ficer is the result of our difficulties, both 
personal and cultural, in dealing with 
authority figures and our need to destroy 
authority. If one allows himself to be cast 
in the role of the truant officer, he then 
must become an authoritarian figure, which 
runs counter to professional philosophy. 
He must also become a figure who is sub- 
ject to ridicule, is the enemy of children, 
and can be destroyed by children. This, of 
course, is a role that no school social worker 
consciously wants to play, but it is also a 
role that one cannot be cast in except by 
oneself and one’s own emotions. Some 
principals, when they refer attendance 
problems to the school social worker, would 
probably preter to be referring to a truant 
officer. However, the principal's prefer- 
ence must not determine the approach to 
the problem. An attendance problem must 
be approached as a problem of breakdown 
in adjustment in a child’s total life and 
evaluated from the viewpoint of one’s pro- 
fessional philosophy, rather than from the 
viewpoint of crime and punishment. After 
the investigation, it may be decided that 
the solution for the problem lies in an 
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authoritative and perhaps an authoritarian 
approach to the child and his parents, but 
this decision would be based on an objec. 
tive analysis of the factors contributing to 
the child’s absence from school, rather than 
on an emotional putting-on of the cloak of 
the truant officer. 


FACTORS IN ATTENDANCE PROBLEMS 


Social. A great variety of factors may enter 
into the development of an attendance 
problem. These factors can be divided into 
four large groups. First are those which 
are primarily of a social nature. Under 
this group would come those families in 
which the family attitude is antieducation, 
or indifference toward education. In these 
families the child receives little or no 
stimulation to attend school, or if the 
family’s attitude is strong against educa- 
tion, he may feel he will be rejected by his 
family if he attends school. For example, 
parents who have had little or no educa- 
tion themselves may feel no compunction 
in not sending their children to school. 

There are also those families whose total 
philosophy of life is dysocial. Their actions 
and activities always run counter to the 
established mores, standards, and _ institu- 
tions of their community. They function 
as isolated cultural islands in their com- 
munities. School is just one more institu- 
tion that has no meaning or value to such 
a family and is to be ignored. The child 
who comes from a marginal family, from 
the economic viewpoint, may absent him- 
self from school because he feels he cannot 
compete with other children as far as 
clothes and money are concerned. From 
the social viewpoint, children might truant 
from school as a part of gang activity. For 
the average, fairly well-adjusted child, this 
kind of truancy is usually short lived and 
represents a transient wish to defy author- 
ity. However, it can become a chronic 
state with the child who has a neurotic 
need to defy authority, as he identifies 
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Problems of School Attendance 


himself more and more with the defiant 
eements of his peer group. 

Parental. The second group of factors 
influencing attendance are those in which 
the parents unconsciously foster the child’s 
poor attendance pattern. In these situa- 
tions the parent or parents are gaining 
emotional satisfaction from the child’s 
not attending school. The parents them- 
selves may have unconscious difficulty with 
authority and authoritative figures, but 
they cannot be openly defiant themselves. 
Therefore, they gain unconscious satisfac- 
tion from the child’s defiance of such 
figures. There are also situations in which 
the parent has a strong need to keep the 
child tied to her (it is usually the mother 
in these cases) and in an infantile state. 
Such a mother cannot accept the child’s 
attending school because school attendance 
adds to maturity and helps the child move 
away from her. She is usually constantly 
on the alert for the least sniffle, sneeze, or 
ache so that she can immediately pop the 
child into bed and begin nursing with 
tender solicitude, much as she did when 
the child was an infant. Any suggestion 
that the child is well enough to attend 
school calls forth anger and hostility and 
an even greater concern for the child’s 
health. 

Also in the area of parental fostering 
are those instances in which the parent 
unconsciously rejects the child and relates 
himself to the child in a basically hostile 
way. In this situation the parent, by his 
or her attitude and behavior, actually 
pushes the child into truancy and other 
acts of delinquency in order to have the 
child constantly embroiled in_ trouble. 
Thus, they can deny that their feelings of 
hostility toward the child stem from them- 
selves, but rather are the result of this bad 
child’s behavior. The mother who is in- 
secure and feels inadequate in her role 
may foster nonattendance because of her 
fear that the child will find a better mother 
in the teacher. 

School. The third large group are those 
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situations in which the school itself di- 
rectly contributes to the child’s absenting 
himself from school. For example, the 
child who, early in his school career, is 
exposed to a teacher who is overly demand- 
ing, overly severe, and who has little natu- 
ral warmth for children, might become so 
conditioned to the unpleasant aspects of 
school that he can never find the pleasant 
experiences that are available. The average 
child, who comes into school with a fair 
degree of security and stability and a strong 
concept of himself as a person in relation 
to other people, might find this kind of 
teacher unpleasant to associate with, but 
he would probably not be permanently 
damaged by her nor have his attitude 
toward school permanently distorted. How- 
ever, this kind of teacher can do great dam- 
age to the child who enters school with a 
poorly developed sense of trust and the 
expectation that one must be wary of 
others. Another situation within the school 
that might contribute to the development 
of attendance problems is the teacher who 
has a personal need to ridicule her students. 
This is especially true with children in the 
preadolescent age group who have a great 
deal of difficulty accepting ridicule from 
adults. At this age ridicule can create 
enough anxiety in the child so that he may 
have to avoid the adult. 

A teacher or principal who has a strong 
desire to help an individual child may 
make the situation so intolerable for the 
child that he must truant. This is espe- 
cially true if the facade of being helpful 
covers basic hostility toward the child. An- 
other classroom situation that we might 
consider briefly is the classroom that is too 
permissive and lacking in structure, where 
the child senses the teacher’s indecisiveness 
and inconsistency. The child who has little 
ability within himself to control his im- 
pulses must look to his environment, espe- 
cially to the adults, for the control he 
needs. For such a child, an undisciplined, 
unstructured classroom might be anxiety- 
producing to the point that he would need 
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to remove himself from the situation. 

Emotional. The fourth group of factors 
are those in which the child’s nonattend- 
ance stems primarily from himself and his 
own emotional problems. One can antici- 
pate that with many children, regular 
school attendance might become impossible 
if the child is constantly anxious about 
some home reality situation, such as the 
prolonged serious illness of some member 
of his family or severe marital discord be- 
tween the parents. In such instances, the 
child’s worry and fear as to what may 
happen at home in his absence might make 
it impossible for him to leave the home. 
There are also many children who, within 
themselves, have a strong need to remain 
infantile. Children of this type may re- 
fuse to attend school because the things 
that are presented to them at school, and 
are expected of them in school, foster their 
emotional growth and maturation. If the 
idea of growing up is frightening to the 
child, then he must withdraw from those 
activities that foster such growth. Fre- 
quently, the child who has problems in 
this area gives as his reason for not attend- 
ing school the fact that the other children 
do not like him and make fun of him. It 
is true that the immature, babyish child is 
frequently the butt of his classmates’ jokes. 

Serious emotional disturbance in the 
child will almost certainly interfere with 
his ability to attend school. A _ psychotic 
child, because of his confusion, withdrawal, 
delusions, or hallucinations, may not be 
able to tolerate the classroom. Usually the 
manifestations of such an illness are fairly 
obvious, but they may not be especially in 
the earlier stages. For example, a 16-year- 
old boy who had always been a “behavior 
problem” in school but with a perfect 
attendance record suddenly began truant- 
ing. In talking with him, it was learned 
that he could not come to school because 
he believed he was surrounded by enemies 
and one of his teachers was plotting to kill 
him. It was quite difficult for him to 
verbalize these ideas and if an authoritarian 
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approach had been used, focusing only on 
his truancy, he probably would not have 
expressed his delusions. 

A severe obsessive-compulsive neurosis 
can also interfere with school attendance, 
especially if there is marked ritualistic and 
compulsive behavior. A 14-year-old girl, 
who suddenly became an attendance prob- 
lem, was found to have developed a germ 
phobia and a handwashing compulsion. 
She could not attend school because the 
chalk and pencils were covered with germs 
and there might be germs in the food served 
to her. Also, she could not put on her 
clothes because they were covered with 
germs and her mother could not wash them 
clean enough for her. 

School phobia. School phobia is a neu- 
rotic illness that will almost certainly inter- 
fere with school attendance. It can be 
defined as a morbid fear of being in the 
school situation and an irresistible need to 
absent oneself from school. Usually the 
child has suffered overwhelming anxiety 
and panic in the classroom and the child's 
expectation is that, if he or she is placed 
in the classroom situation again, the over- 
whelming anxiety and feelings of panic 
will return. Too often these children are 
considered to be “willful,” or malingerers, 
by school personnel, who want to force the 
child back to school. As a general rule, 
if the child is forced back into school, the 
anxiety and panic do return. In fact, with 
some of these children even the suggestion 
that they return to school calls forth severe 
fear and anxiety. These feelings are fre- 
quently associated only with school and 
the child feels fairly comfortable away 
from school. However, the child may also 
complain of feelings of anxiety and panic, 
usually to a lesser degree, in other places, 
especially large buildings where people 
gather, e.g., churches and theaters. There 
might also be other fears and night terrors 
present. In school phobia the school is 
involved only secondarily—the school be- 
comes the focus for the child’s anxiety, but 
actually this is a displacement from the 
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School-Agency Co-operation 


home, where the anxiety truly belongs. As 
a general rule, the most important factor 
in the development of the illness is a dis- 
torted, pathologic relationship between the 
mother and the child. Usually the mother 
is basically rejecting of the child and the 
relationship between them is a hostile, de- 
pendent one, on the part of both. 


THE “‘RIGHT’’ APPROACH 


Every attendance problem is worthy of be- 
ing approached on a social casework basis. 
Some attendance problems need to be dealt 
with in an authoritative and even authori- 
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tarian way, but the decision to use such 
an approach should stem from the evalua- 
tion of the case, and the total knowledge 
and understanding of it. The approach 
should not be based on one’s emotional 
attitude toward his role but rather on his 
understanding of the individual case. The 
factors that enter into the formation of an 
attendance problem are myriad and com- 
plex but such problems are just as fascinat- 
ing and rewarding as other aspects of school 
social work, if the school social worker 
will maintain his professional role and not 
allow himself to fall automatically into the 
trap of playing truant officer. 


School-Agency Co-operation: An Account of 
Working Together in an Urban Community 


OUR GROWING AWARENESS of the school as 
a contact and referral source in the prob- 
lems of children is resulting in wider use 
of the social worker in the school setting. 
Concurrently, with increased mental hy- 
giene training for administrative, guidance, 
and classroom personnel, these people are 
more readily recognizing emotional prob- 
lems and feeling a need to guide these 
children to resources which can help them. 
Certainly within the last two decades the 
problem has become primarily one of locat- 
ing facilities which can provide the needed 
help, not one of recognizing symptoms of 
social and emotional problems. 

Even in communities where there is a 
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well-established and effectively functioning 
bureau of child guidance or a visiting 
teacher program, and most certainly where 
there is none, other agencies in the com- 
munity can help fill the gap between inci- 
dence of recognition and incidence of 
treatment. 

While the impetus for building a pro- 
gram for the mutual benefit of school and 
agency may come from almost any inter- 
ested worker or agency in the community, 
a co-ordinating council may well be the 
instrument for implementation. 


AN EXAMPLE 

An account of co-operative planning that 
developed in Queens County, New York, 
may give direction to school and agency 
personnel in other localities. While in 
Queens there was no over-all plan in the 


69 





beginning, the involvement of the Queens- 
boro Council for Social Welfare made it 
possible to broaden initially limited action. 

One of the divisions of the council is the 
Division for Children and Youth, under 
which committees work in various areas 
of community need and interest. The divi- 
sion is composed of agency, school, and lay 
persons interested in services to children 
and youth. 

Several years ago one of the more active 
committees of the division was the foster- 
care committee. Its members were con- 
cerned with the problems of children living 
in foster homes in the community. One of 
these problems was to facilitate an optimal 
school experience for each child. Since a 
large number of the foster children were 
concentrated in one school district, the 
committee invited to a meeting the district 
superintendent and principals from that 
district. 

One of the most important principles of 
group action was operating at this meeting. 
Both the representatives of the foster-care 
agencies and the school personnel were 
grappling with a felt problem. Both had 
experienced frustrations and disappoint- 
ments in working together. When they 
met to discuss their perplexities, needs, and 
functions, two important things happened. 
The principals and agency representatives 
saw each other for the first time as people 
who faced similar problems of an adminis- 
trative and environmental nature. They 
were then able to select several of the more 
vexing problems and come to agreement 
on solutions which were mutually satis- 
factory. While all the problems were by 
no means settled, machinery was set up 
through which there would be further 
problem-solving meetings. 


IMPROVING RELATIONSHIPS 


When the foster-care committee reported 
back to the Division for Children and 
Youth, the division decided that it would 
be desirable to institute some kind of simi- 
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lar program involving other community 
agencies which provided mental health 
services to school-age children and adoles. 
cents. A school agency co-ordination com. 
mittee was set up, charged with devising 
some means of improving school-agency 
relationships. The four school district 
superintendents and four district guidance 
co-ordinators in Queens served on this com- 
mittee along with representatives from sev- 
eral family agencies and child guidance 
clinics. 

The committee came to the conclusion 
that the best means of contacting all of 
the several hundred schools in the borough 
of Queens would be to arrange a program 
for one or more of the regular monthly 
principals’ meetings in each school district, 
with details of time and method to be 
agreed upon with each district superintend- 
ent involved. The general plan was for a 
panel to present to the principals material 
concerned with identifying social and emo- 
tional problems, and information about 
services provided by the various mental 
health agencies in Queens. 

At this point, the four district super- 
intendents retired from the committee, 
delegating further details of planning to 
their four guidance co-ordinators. In retro- 
spect, this seems to have been an impor- 
tant factor. It is doubtful in any large 
community that top school administrative 
personnel could be expected to meet with 
a committee over the necessary period of 
time to work out all the details of such 
a community enterprise. Once they have 
participated to the point of agreement on 
a general plan, delegates from the various 
offices may carry the specific plan or plans 
to completion. 

In this case, the programs in each district 
were similar but not identical. 


THE PLAN 


In one district the assistant superintendent 
wished to devote half of two principals’ 
meetings to the project. The committee 
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School-Agency Co-operation 


secured the services of two panels, one of 
which met with the principals at each of 
the two meetings. 

At the suggestion of one of the commit- 
tee members the first meeting was devoted 
to consideration and discussion of the acute, 
critical, and chronic problems, and the 
second to the more common problems of 
lesser proportion, focusing on the child in 
treatment. This arrangement was decided 
upon so that those problems accessible to 
help would not be overshadowed by those 
in which the voluntary agency would be 
unlikely to assist. 

Panel I was composed of four persons: 
a school principal who presented several 
brief examples of acute problems, specify- 
ing the difficulties encountered in her at- 
tempts to get help in easing the school 
situation; a member of the Society for the 
Prevention of Cruelty to Children, who 
spoke on the function and services of the 
nonvoluntary agencies; two consultants re- 
spectively from the children’s court and a 
family agency. Following the two presen- 
tations there was a lively discussion in 
which the principals asked questions, posed 
problems, and sought information about 
agency functions, services, limitations, and 
procedures. 

Panel II was composed of five persons: a 
representative of a private parent-child 
treatment agency, who spoke on the child 
in treatment; a consultant from the Bureau 
of Child Guidance; three other consultants 
respectively from a family agency, a child 
guidance clinic, and the Board of Educa- 
tion school guidance program. The discus- 
sion following the presentation of the child 
in treatment focused on the functions and 
services of the various facilities by which 
services might be obtained, processed, and 
co-ordinated. 

In a second district the same general 
content was presented, but there were three 
panels and three meetings, with the third 
meeting devoted to the topic, “Working 
Together for the Child in the Home, 
School, and Community.” In a third dis- 
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trict there was one longer meeting, again 
divided into two major sections: considera- 
tion of the more complex difficult prob- 
lems, and those of less intensity. 

It will be seen from the foregoing that 
the specifics of any school-agency project 
may vary according to time available and 
the preferences of the school superintend- 
ent involved. While these specifics may 
affect the area of emphasis, certain com- 
mon constructive results may be achieved. 
In the evaluative meeting held by the 
Queens committee subsequent to the com- 
pletion of the program in each district, it 
was concluded that the experience had 
been highly successful in terms of the initial 
goal of improving relationships between 
school and agency. 


MUTUAL GAINS 


In general, the improvement might be de- 
scribed as a gain in mutual cognizance. 
Specifically, there were several facets to 
this. 

For the first time, people who had known 
each other vaguely as voices on a telephone 
or as signatures at the bottom of a report, 
came face to face and saw each other as 
participants in interrelated activities. The 
usefulness of this “get-acquainted” aspect 
of the experience has been evident since 
in the relatively free communication be- 
tween schools and agencies. School per- 
sonnel feel free to contact the agencies, 
and more consultations are taking place 
on mutual problems. 

Agency personnel became acquainted 
with the kinds of problems which appear 
in the school setting, and their implications 
for the group welfare or detriment within 
the framework of school policies and pro- 
cedures. School personnel gained a clearer 
picture of the meaning of treatment, and 
of some of the factors involved in referral 
and acceptance of cases for treatment. Each 
came to a new understanding of the limita- 
tions of his own function and service as 
well as the limitations of the other. 
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The meetings with the principals did 
not magically create a situation in which 
schools and agencies work hand in hand 
without problems, but they did create a 
favorable climate for the kind of communi- 
cation which is of cumulative value. Those 
who function in an interprofessional setting 
are aware that only in a process of associa- 
tion and communication can knowledge 
be obtained and tested to the advantage of 
the whole. 

The social worker is in a key position 
as an interprofessional interpreter. To in- 
terpret one must understand. It has long 
been the practice in schools of social work 
to include medical, psychiatric, and psycho- 
logical information as part of the training. 
Some knowledge of educational concepts 
is needed as well, since children’s school 
experiences play an important part in their 
development. 

Such co-operative programs are adapt- 
able to the small as well as the large com- 
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munity. When the number of agencies and 
personnel are less and the structure less 
complex, schools and community agencies 
could work together with even more econ- 
omy of time. 

Our schools, like our world, are in a 
state of transition. The old education will 
not do today, for there is need for more 
than literacy. As the school moves in the 
direction of a life-centered program, educa- 
tional isolation from the community be- 
comes not only impractical but untenable. 
In order to fulfill his role in today’s com- 
munity, the social worker needs not only 
an understanding of the individual but of 
the total environment in which he func. 
tions. The professions must work together 
in mutual awareness and understanding to 
produce citizens who are capable of con- 
tributing to the improvement of the social, 
moral, emotional, and intellectual welfare 
on the local, national, and international 
level. 





To: NASW Members 


From: International Conference of Social Work 
Re: THE OFFICIAL 1958 AROUND THE WORLD STUDY TOUR 





It's not too early to make plans to combine a trip to the 9th 
International Conference of Social Work in Tokyo November 30- 
December 6, 1958 with visits to among the most exciting pictur- 
esque spots in the world—via the OFFICIAL STUDY TOUR. 


Itinerary: Hawaii, Japan, Hongkong, 
Burma, India, Pakistan, Greece. 


Philippines, Thailand, 





Program: Special study programs in these countries arranged 
by ICSW National Committees with ample time for Sightseeing. 


Leadership: Tour Educational Director, Donald S. Howard, Dean 
of the School of Social Work, University of California at Los 
Angeles; Tour Secretary, Mary Hoffer. 





Find out how you can enjoy this fabulous OFFICIAL STUDY TOUR ana 
also support the ICSW. Write to: 


U. S. COMMITTEE OF ICSW, 345 East 46th Street, New York 17, N. Y. 
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Religion and Social Work 


Ir WOULD BE most regrettable if Dr. 
Hager’s article, “Religion, Delinquency, 
and Society,” in the July 1957 issue were 
considered a typical social work point of 
view. 

The framework of this article consists of 
the following: (1) a denial of the value of 
religion; (2) a demand that religion validate 
its claim that it can help people; (3) an 
assertion that moral principles, the so-called 
“absolutes,” are incompatible with social 
work theory and practice; (4) a rejection of 
religion. Nowhere in the article does 
Hager present objective evidence to support 
his assertions. His personal statement of 
the problem does not represent an ob- 
jective analysis of the relationship between 
religion and social work or of the value of 
religion in relation to delinquency and 
society. It is evident that the writer, in an 
effort to prove his thesis, has made dis- 
tinctions ad absurdum; has thereby thor- 
oughly confused the issue and, in the final 
analysis, has done great harm to social work 
by his groundless statements. 

There are numerous distortions but since 
space will not permit, I shall comment on 
only a few. 

1. Pages 16-17: The inference that 
church affiliation lacks diagnostic signifi- 
cance. This must certainly sound strange 
to any social worker. The social history 
relating to religious affiliation could be 
meaningful and of great diagnostic value if 
it were developed properly and fully, just 
as fully and carefully, for example, as ma- 
terial relating to the psychological life of 
the client. Hager limits discussion by stat- 
ing that “membership may not be a re- 
liable index of religious conviction or way 
of life.” Of course not, but that is pre- 
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cisely why sufficient inquiry must be made 
in order to see if religious affiliation does 
have diagnostic significance, that is, to de- 
termine what place religion plays in the life 
of the client. Many other pieces of informa- 
tion about a client, other than religious 
afhliation, need to be placed in context, 
studied thoroughly, and documented care- 
fully so that sound diagnostic inferences 
can be made. Hager would have social 
workers adopt a “hands off” attitude toward 
religious affiliation. Such a policy is incom- 
patible with sound social work theory and 
practice. What happens to our concept of 
the whole man if we ignore his religious 
needs and aspirations? 

2. Page 17: “. . . this amounts to arbi- 
trarily assigning a priority to religious 
membership over all other needs of the 
child, a practice that may prove harmful to 
the welfare of children and prevent the 
accomplishment of the proper purposes of 
probationary and rehabilitative treatment.” 
(Italics mine.) This is a gross exaggeration 
and misrepresentation. Religious bodies 
are not ignoring the other needs of the 
child but they are simply stating that re- 
ligious needs are basic human needs and 
must be provided for, too. There is no 
incompatibility between this point of view 
and basic social work theory and practice. 
How can one truly speak of the welfare of 
the child and, at the same time, ignore or 
neglect that child’s religious needs? 

3. Page 18: Hager asks: “What evidence 
is there to show that probationary services, 
foster-home placements, adoptions, and re- 
habilitative services are less adequate when 
religious identity is not found practicable?” 
Again, the statement is a gross exaggeration 
and misrepresentation. When a child has 
a clear religious identity, any service which, 
in effect, ignores this important fact is less 
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than adequate. Hager’s basic assumption 
is that religion is not a vital element of 
human life so that in no instance can he see 
the need for genuine efforts to preserve the 
religious heritage and to nurture the re- 
ligious life of the child. Again, such a 
point of view is a radical departure from 
sound social work theory and practice. It 
places the problem in the context of an 
“either-or” proposition and this is not the 
true situation. 

4. Page 18: Speaking of mandatory re- 
ligious requirements, Hager says: “. . . how- 
ever commendable the values sought by 
these requirements, it would be an act of 
negligence to overlook questions of consti- 
tutionality, their consequences for children, 
and for the advancement of social work 
theory and practice.” (Italics mine.) I am 
sure that social work would not want to 
assert that measures taken for the preven- 
tion and treatment of juvenile delinquency 
must be evaluated in terms of what they 
mean for “the advancement of social work 
theory and practice.” Likewise, I do not 
believe that the validity and usefulness of 
religion stand or fall according to the 
measurement of “the advancement of social 
work theory and practice.” The degree to 
which Hager has distorted the picture is re- 
flected in the way in which he places re- 
ligion and social work in such supposedly 
irreconcilable conflict. 

5. Pages 19-20: The assertion that re- 
ligion and the theory of social casework are 
incompatible. Dr. Hager’s comments on 
“absolutes” is most erroneous. These 
“absolutes” are not fearsome things that 
plague and torment people. They are not 
incompatible with or contradictory of social 
work principles, rightly understood. These 
so-called absolutes represent essentials for 
sound living, since they provide guidelines 
and standards for regulating and balancing 
human relationships and—a point com- 
pletely missed by Hager—they flow from 
the nature of the relationship between man 
and God. Hager’s statement of the ques- 
tion of religious principles or “absolutes” 
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shows that he does not understand what 
they mean or how they operate in human 
lives. As part of his quest for validation 
of religion’s claim that it can help people 
through the application of religious prin- 
ciples, I would suggest that Hager make an 
inquiry into the lives of those who live by 
these principles. It is not a life of repres- 
sion and slavery. It is more truly a life of 
freedom, because one has then an oppor- 
tunity to do what one should, without being 
buffeted and overcome by the changing 
winds of whim and personal pleasure. This 
is just one avenue of approach which would 
be most helpful to an objective analysis of 
the question. Our profession must look at 
this basic question of values more closely 
and more objectively than it has done to 
date. ... 

The alliance of religion and social work 
is most necessary. Our pioneer social 
workers clearly recognized that social work 
has no exclusive concern for human wel- 
fare. They realized that there are many 
agencies in the community who have an 
equally deep and serious concern for the 
total welfare of its citizens. It is interesting 
to note that, in speaking of social welfare, 
in its broadest sense, Mary Richmond com- 
mented that, in this field, social work sup- 
plies the method and religion the motiva- 
tion. Here is an avenue of rapprochement 
that has been neglected and unexplored. 
Here is an approach that Hager has com- 
pletely rejected on the false assumption that 
religious principles are incompatible with 
social work theory and practice. He has 
not proven his point. He is guilty of what 
someone has called “the fallacy of the stark 
alternative.” Religion and social work do 
not stand unalterably opposed to each 
other. On the contrary, they have much to 
gain from each other. Hopefully, social 
work will devote some of its time to an an- 
alysis of this problem and to a clear state- 
ment of principle regarding the relation- 
ship between religion and social work. 

ARTHUR J. FOEHRENBACH 
Albany, New York 
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SociAL CAsEwoRK: A_ PROBLEM-SOLVING 
Process. By Helen Harris Perlman. Chi- 
cago: The University of Chicago Press, 
1957. 292 pp. $5.00. 


This timely publication provides an up- 
to-date, pulling together of social casework 
in its broadest sense. It incorporates the 
application of the behavioral sciences, re- 
search, and education to casework theory 
and practice. In her foreword, Mrs. Perl- 
man states: “Perhaps all that is ‘new’ 
herein lies in the casting of the familiar 
into a framework which, it has seemed. . ., 
offers some fresh perspective and some 
firmer guide to the casework process.” 

The author's keen perception and clear 
thinking are reflected in logical, sequential 
development of her topic as well as in her 
clear, concise writing. Her focus is pri- 
marily on understanding the client as a 
person and the problem to be solved, as 
well as on the caseworker as the enabling 
person in the problem-solving. Hence the 
emphasis is more on the beginning phase 
of client and worker coming together for 
a purpose. In that beginning process is 
interwoven a demonstration of what may 
continue in the ongoing process—under- 
standing (in its broadest sense), purpose, 
focus, and method in the helping process. 

Finally, Mrs. Perlman uses two cases 
which clearly illustrate the application of 
the theory presented. Her very full bibliog- 
raphy is annotated by chapter references 
with a brief explanation of the use made, 
an alive and very useful method of present- 
ing reference material. 

Mrs. Perlman presents an important, cur- 
rent contribution to casework. It should 
stand as a classic for many years to come 
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for casework practitioners, supervisors, and 
social work educators. 

Dorotuy M. McKay 
School of Social Work 
Howard University 
Washington, D.C. 


COMMUNITY ORGANIZATION—ACTION AND 
INTERACTION. By Floyd Hunter, Ruth C. 
Schaffer, and Cecil G. Sheps. Chapel 
Hill: University of North Carolina Press, 
1956. 268 pp. $5.00. 

An interdisciplinary research team repre- 
senting social work, sociology, anthropol- 
ogy, medicine, and public health went to 
Salem, Massachusetts, in 1952-53 to do a 
study of a “self-study” in the health field. 
If this seems odd to the reader, let it be 
pointed out that the Health Information 
Foundation of New York put up the money 
and that the University of North Caro- 
lina’s Institute for Research in Social Sci- 
ence provided the staff not to make a health 
survey in Salem but rather to study how 
the Salem Community Council health com- 
mittee went about its task of investigating 
and proposing solutions for the health 
problems of the community. Thus, we are 
given an objective analysis of one of the 
normal or usual processes in community 
organization work, namely a community 
committee studying a problem. To this 
reviewer, the book offers much stimulation 
and it is fair to say that no other book 
points up the dynamics of self-study as well 
as this one. 

The first seven chapters, out of a total 
of thirteen, give us a complete story of 
Salem—its history, traditions, and prevail- 
ing social attitudes. We meet the persons 
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who have influence in the town, and we 
get a picture of the health situation. We 
learn about the patterns of decision and 
action that exist. 

With this rich background, we then 
move into a discussion of the self-study 
committee from the time it is appointed 
until the time it completes its survey. 
Chapters 8-11 deal with this material. The 
final chapters give us a vivid and critical 
analysis of the workings of the committee 
in the light of community organization 
principles. 

Anyone who has worked with a self- 
study committee will identify with the 
frank presentation of personalities and 
problems given by the authors. We not 
only read about these thirteen committee 
meetings; we live through them because 
they are so skillfully described. We see the 
struggle to define purpose, the bid for 
status on the part of some committee mem- 
bers, the gradual growth of group feeling, 
and emergence of leadership. When the 
committee completes its work and presents 
its report, we share in the feeling of a job 
well done. 

In addition, we are given a picture of 
the action on follow-up steps taken after 
the study report was adopted. While this 
material is not as detailed as one might 
wish, it does cover some ground that most 
studies omit. We know what Salem’s health 
problems are, and we see how they propose 
to do something about them, but we are 
given more about the social study phase 
than the social action phase. This is per- 
haps inevitable in a book such as this. It 
will take another book to tell us how the 
findings are implemented and converted 
into program. 

In the final chapter, the concepts and 
principles of community organization are 
checked against the reality situation of 
Salem at work on its health problem. Here 
we are forced to adapt our theory to the 
specifics of time and community forces. 
This exercise adds new dimensions to com- 
munity organization work, dimensions that 
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will be helpful to everyone seriously inter. 
ested in understanding the process of demo. 
cratic social change. 


HARLEIGH B. TRECKER 
University of Connecticut 
School of Social Work 
Hartford 


RACE AND NATIONALITY IN AMERICAN Lure. 
By Oscar Handlin. Boston: Little, 
Brown and Company, 1957. 300 pp. 
$4.00. 


Mature social workers dedicated to the 
noble traditions of their profession (as 
epitomized by the Abbotts, Julia Lathrop, 
the Marys McDowell and Simkovitch, 
among others) and interested in social 
policy and history as related to immigra- 
tion problems and race relations will wel- 
come this book. Social workers “chasing 
their tails” (if such there be) will probably 
leave it alone. 

Professor Handlin, the 42-year-old author, 
is a social historian, teaches at Harvard 
University where he received both an M.A. 
and a Ph.D. degree, and has previously 
written, among others, Boston’s Immt- 
grants (1941), Commonwealth (written 
in collaboration with his wife, Mary F. 
Handlin, in 1947), This Was America 
(1949), Pulitzer Prize-winning The Up- 
rooted (1951), and The American People 
in the Twentieth Century (1954). 

This volume is not a systematic and com- 
prehensive treatment of its subject and its 
author does not pretend that it is. Rather, 
it is largely a collection of papers written 
over the past nine or ten years which first 
appeared in such publications as Atlantic 
Monthly and Commentary, as memoranda 
for the President’s Commission on Immi- 
gration and Naturalization, or in other 
forms. Thus, this is not a “bread and 
butter” book, but rather a rich assortment 
of desserts, some substantial and “chewy,” 
some more delicate and to be lingered over 
than quickly consumed, but all good. 
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Auspicious timeliness for this publication 
can certainly be claimed on grounds of 
heightened interest in race relations pur- 
suant to the Supreme Court decision on 
integration in schools and of renewed in- 
terest in possibilities of modifying current 
immigration legislation and the nefarious 
“quota-system” embodied in it. 

The hardest-hitting of the book's thir- 
teen chapters is the discussion of “Old 
Immigrants and New.” Here, the author 
wields a broad-ax, chopping to bits the 
false assumptions, methodological errors, 
and other deficiencies of the infamous work 
and conclusions of the 1907-1910 Immigra- 
tion Commission. It was this commission, 
it will be recalled, that provided the base— 
shaky though it was—for keeping out more 
of the “new” while admitting more of the 
“old” immigrants. This chapter, readers 
will be pleased to note, refers at least twice 
to the fact that social workers, historically, 
have been among those pressing for en- 
lightened immigration policy. 

Throughout the book there is the helpful 
perspective of history, but also the author's 
creative analysis of the effects of various 
social developments upon attitudes toward 
race and nationality. In his chapter, “The 
Horror,” for example, the horror proves 
to be fear of disintegration of closely knit 
family systems which in turn seems to 
heighten men’s consciousness of race and 
nationality as binding, cohesive forces. 

Whether Professor Handlin is debunk- 
ing shibboleths of race or nationality, or 
advancing his history-rich, incisive, and 
constructive analyses, he can be immensely 
helpful to readers interested in understand- 
ing and, like social workers, interested in 
doing something about problems of racism 
and nationality which block progress 
toward fulfillment of America’s highest 
aspirations. 

Donacp S. Howarp 
University of California 
School of Social Welfare 
Los Angeles 


OCTOBER 1957 


Tue Famity IN A Money Wor. By 
Frances Lomas Feldman. New York: 
Family Service Association of America, 
1957. 188 pp. $2.50. 


This is a handbook of information for 
budget counselors in both public and pri- 
vate agencies. Its resource material was 
collected, on a Beneficial Finance System 
grant, by the Los Angeles Welfare Coun- 
cil’s Money Management Project, of which 
the booklet’s author was director. With 
minor changes, the handbook could also 
be used by laymen for self-help. 

Facts were drawn principally from eco- 
nomics, sociology, and social work, with a 
smattering from law, psychiatry, home eco- 
nomics, and anthropology, and are kept in 
discriminating balance and traced to their 
important interrelationships. Traced also 
are the connection between money prob- 
lems and psychological problems; the pit- 
falls into which the neurotic and the 
unwary fall; the financial problems and 
dangers to be expected in each stage of 
life or associated with such problems as 
divorce and remarriage; how to economize; 
how to make a budget design and live by it. 
In addition, there are thumbnail sketches 
of six types of budget counseling situations 
occurring in a family agency caseload, three 
types occurring in the public agency, two 
types of loans, and two examples of fee 
charging for budget counseling. There is 
also practical information about types of 
insurance and annuity, forms of contract 
in installment buying, types of lending 
organizations and how best to use them, 
interest rates, debt consultation services, 
and available budget standards and guides. 

The book is clear, pruned to essentials, 
logically constructed, and carefully edited, 
with a bibliography selective and fresh and 
an index precise and detailed beyond any- 
thing yet seen in casework writing. Al- 
though its psychological and sociological 
information is apt to be familiar to the 
experienced counselor, its information from 
economics and law probably will not be. 
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A well-packed little book, a comfort to 
have in one’s library, and a credit to the 
interest of its publisher, the Family Service 
Association of America, in standing for reli- 
able interdisciplinary information on the 
family. 

CALLMAN RAWLEY 
Jewish Family and Children’s Service 
Minneapolis, Minnesota 


Tue Psycuratric SOCIAL WorRKER TEACHES 
MEDICAL StupENTs. New York: National 
Association of Social Workers, 1957. 64 


pp. $1.50. 


The role of the social worker as a teacher 
for medical students is not a new one, but 
recent developments in medical education 
have necessitated a re-examination of the 
assignment. The expansion of psychiatry 
in medical schools, changing curriculums, 
the increasing involvement of social work- 
ers and their status as faculty members, 
have led to altered responsibilities that 
require a further study of the various 
components of the job. 

Why? What? How? These are recur- 
rent queries in our attempts to make the 
best use of social work knowledge in the 
training of another profession. A collec- 
tion of papers presented at workshops of 
the National Conference of Social Work, 
this book considers in an extraordinary 
way in view of its brevity, each of these 
questions. The authors are social workers 
and physicians from a number of settings 
and with broad experience in this field. 
There is a thoughtful, stimulating discus- 
sion of objectives, methods, content, stu- 
dents’ attitudes, and qualifications for 
teaching. Of particular interest to the re- 
viewer is the paper by Ida Oswald. As an 
educator in social work and nursing, she 
brings a different perspective to the subject, 
introducing several ideas that are provoca- 
tive and worth serious consideration. 

Obviously, in so brief a book there can be 
only a limited exploration of the material 
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and a more comprehensive discussion is in- 
dicated, especially with regard to content. 
Nevertheless, these papers clarify many of 
the issues and offer a synopsis of current 
thinking about this aspect of medical edu- 
cation. Although the book refers specifi- 
cally to psychiatric social work, it would 
have import for other social workers en- 
gaged in interprofessional teaching or for 
those interested in a review of develop. 
ments in this area of the profession. 
EVELYN STILEs 
Lafayette Clinic 
Detroit, Michigan 





BRIEFLY ... 


PROGRAMS FOR COMMUNITY MENTAL 
HEALTH. Papers of the 1956 Annual 
Conference. New York: Milbank Memo- 
rial Fund, 1957. 224 pp. $2.00. 


A report of an important conference to 
explore mental health planning—how to 
put new yet limited tools to work against 
overwhelming pressures. The papers con- 
stitute an expert review of what is being 
done and how well, what needs to be spe- 
cifically attacked to make progress in the 
fight against mental ill health, methods 
by which accomplishments can be measured 
and assessed. Stress is laid upon primary 
prevention goals, more careful use of data 
and tools now available, and upon more 
precise definition of multiple causal factors 
to overcome perpetual dependence upon 
vague generalities. Among the issues ex- 
amined are: local use of a state mental 
health fund, evaluative research in a field 
where causation is as ill-defined as it is for 
mental illness, the changing roles of state 
hospitals, general hospitals, and outpatient 
clinics, and programing in rural areas. 
Family service agencies and _ settlement 
houses are given new importance as key 
community agency resources, which need to 
rethink their contribution. R. M. 
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A Pitot Stupy oF Mepicat SociAL WorkK- 
ERS’ INTERDISCIPLINARY CONFERENCES: A 
Method for Studying the Elements in 
Medical Social Workers’ Conferences 
with Another Professional Person About 
an Individual Patient. By a Subcom- 
mittee of the Committee on Medical 
Social Work Practice of the Medical 
Social Work Section. New York: Na- 
tional Association of Social Workers, 
1956. 87 pp. $1.50. 

As indicated in the subtitle, this publica- 
tion presents a method by which social 
workers who do not have advanced train- 
ing in social research can conduct research 
into clearly defined areas of their own 
practice without a vast array of technical 
aids and without serious disruption of their 
service function. Although the results of 
the pilot study give some valuable clues, 
the book is not a treatise on how inter- 
disciplinary conferences should be con- 


ducted and would be a disappointment 
to a reader seeking such an answer. 

While five of the six authors are medical 
social workers and the record materials 
they analyzed pertain to medical settings, 
the methodology devised for the study is 
applicable to any social work setting. It 
should be of particular interest to prac- 
titioners who regularly collaborate with 
members of other professions, as in psychi- 
atric clinics, in school social work, or in 
the correction field. 

The frankness with which the commit- 
tee members and their research consultant 
describe some of their early problems in 
reaching agreement on definition of terms 
and deciding on the scope of their study is 
refreshing. The appendix contains sugges- 
tions for avoiding some of these difficulties. 


Marian W. Metz 
University of California Medical Center 
San Francisco 








SMITH COLLEGE 
SCHOOL FOR SOCIAL WORK 


MASTER OF SOCIAL SCIENCE 


Plan A Curriculum—Three summer sessions in study 
on the Smith campus and two winter sessions 
in field work in selected agencies or clinics. 

Plan B Curriculum—Two summer sessions and one 
winter session designed for applicants who have 
had substantial professional experience or pre- 
vious graduate work. 


Acedemic Year Opens June 18, 1958 


PROGRAM OF ADVANCED STUDY 


A third graduate year of theory and clinical prac- 
tice in outstanding — centers to further 
the mastery of casework for positions of in- 
creased responsibility in practice, supervision 
teaching, and administration of casework pro- 
grams. 


July 23, 1958 to July 30, 1959 


GRADUATE SEMINARS 
For Experienced Social Workers 
July 14-24, 1958 





For further information write to 


THE DIRECTOR COLLEGE HALL 8 


Northampton, Massachusetts 








UNIVERSITY OF PENNSYLVANIA 
SCHOOL OF SOCIAL WORK 


The basic Two-Year Graduate Curriculum 
in social casework or social group work pre- 
pares for professional social work practice in 
all fields. It leads to the degree of Master 
of Social Work. 


The Advanced Curriculum offers to qualified 
persons who hold a Master's Degree in social 
work an advanced, third year of graduate 
professional education in social casework, 
group work, welfare organization, supervision, 
administration, teaching, or research. This 
curriculum leads to the Advanced Certificate. 
The Doctoral Curriculum for candidates for 
the degree of Doctor of Social Work includes, 
and continues beyond, the Advanced Curricu- 
lum in any one of its specializations. 
Fellowships are available to students in all 
curricula. 
Address all inquiries to 
(MISS) MARGARET E. BISHOP 
Director of Admissions and Placement 
School of Social Work 
University of Pennsylvania 
2410 Pine Street, Philadelphia 3, Pa. 











OCTOBER 1957 


79 


























more POWER 


TO vou 





A Teen Guide for 


Self-Understanding 
by John and Dorathea Crawford 


Written just for teen-agers, in their 
language, More Power To You 
is packed full of ideas on how to 
gain clearer self-understanding, self- 
acceptance and self-control. The 
lively style of the book is made even 
more appealing to youthful readers 
by the use of diagrams, tables, 
illustrations and self-quizzes. 


Real-life situations at the end of 
each chapter present “what-would- 
you-do” problems for discussion 
with each other or with parents. 


$2.50 at all bookstores. 


MUHLENBERG PRESS 
Philadelphia 
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SOCIAL WELFARE EXPENDITURES AND THEIR 
FINANCING: NEw York City. By Research 
Department, Bureau of Community Sta- 
tistical Services. New York: The Com. 
munity Council of Greater New York, 
1957. 136 pp. $3.00. 


A record of expenditures and sources of 
income for social welfare services under 
voluntary and government auspices in 
urban areas has been collected over a pe- 
riod of years by United Community 
Funds and Councils. An annual report 
from this source now covers 23 urban areas, 
but such data have not been available for 
the city of New York except for a study 
published in 1935 (mainly on voluntary 
agencies) and a 1955 study on federal and 
state aid to the local programs. With this 
current publication prepared under the di- 
rection of Blanche Bernstein, director of 
research for the council, we now have data 
for the largest American city for 1953 and 
1954 comparable to information on other 
cities. 

This carefully prepared and excellently 
written report sheds light not only on New 
York’s weltare system but makes a substan- 
tial contribution to the difficult research 
questions of what to include and what to 
exclude as parts of the “social welfare” uni- 
verse. The basic criterion for inclusion 
used in this study is that “the services meet 
an individual need which most persons sat- 
isfy through their personal resources.” 
Thus the data includes the social insur- 
ances, veterans’ benefits, annual mainte- 
nance cost of subsidized housing, public 
assistance, family services, government and 
nonprofit hospitals, care of the aged, em- 
ployment and vocational guidance, recrea- 
tion, and other “standard” health and wel- 
fare services. It does not include veterans’ 
pensions and compensation, employer, 
labor union or fraternal insurances and ben- 

efit plans, public or private educational 
systems, or the modern municipal services 
such as sanitation, housing inspection, 
parks, libraries, police services (except 
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special programs for children and youth), 
and so on. Also excluded are the social 
services of religious or civic organizations 
that are made available only to their own 
memberships, the philanthropic activities 
of clubs and societies operated sporadically 
and/or only with volunteer personnel. 
These are rather fine and, in part, perhaps 
dubious distinctions. An attempt to cover 
all these additional programs would be a 
prodigious task which might some day 
hopefully be undertaken through ade- 
quately financed research. 

For what is included, however, we have 
the impressive total of $1.4 billion spent in 
New York City in 1954. These sums were 
derived from general tax funds, (42 per- 
cent), social insurance contributions (37 per- 
cent), client payments for services (12 per- 
cent), and private philanthropy (9 percent). 
The federal government provided 36 per- 
cent, New York City 35 percent, and New 
York State 29 percent of the tax funds. 
Although voluntary philanthropy provided 
less than one-tenth of the funds, the serv- 
ices under voluntary auspices were responsi- 
ble for the expenditure of 23 percent of the 
total programs, since they were financed not 
only by philanthropy but by payments from 
clients and by payments from tax sources. 
The proportion of the funds spent under 
voluntary auspices in what have been classi- 
fied as the “health and welfare” services is 
considerably greater. Of the $780 million 
spent in 1954 for health and welfare serv- 
ices, the voluntary agencies spent $324 mil- 
lion (42 percent). The voluntary sector ex- 
ceeds this percentage in convalescent homes 
(91.7 percent), child care services (78.4 per- 
cent), institutional care of the aged (94.4 
percent), group work and recreation (68.9 
percent), and in several other functions. 

The report also includes data on the ex- 
tent of central financing of the various vol- 
untary programs and other basic informa- 
tion on social welfare financing in New 
York. 

Harry L. Lurie 


New York, N.Y. 
OCTOBER 1957 


ALL AROUND THE 


WORLD 


we are known for highest quality group travel with 
a professional, educational or cultural purpose— 
at a cost that makes sense. Our studytours to 
the Munich Conference in 1956 offered more and 
cost less to the 125 persons we could accommodate 
(we had a wait list of twice as many). Now, we 
will take three groups of 15 to 20 members— 
each under the leadership of an outstanding au- 
thority in the social work field familiar with the 


East—to the 


NINTH INTERNATIONAL 
CONFERENCE ON 


SOCIAL WORK 
IN TOKYO, JAPAN 


After two days in Hawaii, spend ten in Japan, 
take a week exploring Hong Kong, Indonesia and 
Thailand, stop for ten days in urban and rural 
India, and return via Europe: Nov. 23 to Dec. 24, 
1958, for $1,888—circling the globe, 
town to home town, staying at fine hotels, seeing 


from home 


the most fabulous sights of an ancient world in 
transition, participating in a professional program 
carefully planned by leading social workers on the 
spot—with all meals, all tips, Conference fee, U.S. 
tax: everything included. You may add nine days 
in Syria, Jordan, the Holy Land 
in Bethlehem) and Egypt for $180, and/or eight 
days in Athens, Rome, Paris and London for $100, 


(Christmas Eve 


returning on Jan. 2 or 10, 1959. 


For full details write 


STUDY ABROAD 


*“neeconreeertee 


250 WEST 57th STREET, NEW YORK 19, N. Y. 
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MENTAL DisorDeRs IN LATER Lire. Edited 
by Oscar J. Kaplan. Stanford, California: 
Stanford University Press, 1956. 508 pp. 
$7.50. 


This is the second edition of “Mental Dis- 
orders in Later Life” which was published 
originally in 1945. This book has been used 
as a text and reference book “throughout 
the world,” and has every possibility of be- 
ing a standard work in geriatrics. The ed- 
itor, Oscar J. Kaplan, is professor of psy- 
chology at San Diego College. Dr. Karl M. 
Bowman, professor of psychiatry at the Uni- 
versity of California, in the summary 
of the introduction to the book, warns the 
reader, as indeed he should, that for more 
than a half century, the age structure of the 
population has changed, and that because 
of the increase of the aged population, there 
has been a corresponding increase in the 
number of mentally ill; and that the rates 
of first admission to hospitals for mental 
disease have increased more rapidly among 
the older of the general population than 
among the younger. 

In Chapter 5, “Psychological Aspects of 
Mental Disorders in Later Life,” Harold 
E. Jones, professor of psychology and di- 
rector of the Institute of Child Welfare at 
the University of California at Berkeley, 
California, under a subheading, “Crimi- 
nality,” tells us that in 1940, 171 persons 
aged 70 and over were sent to prisons or 
reformatories in the United States for felo- 
nious acts, and that of these, 169 were male. 
On the other hand, in the same year, 12,073 
persons aged 21-24 were sent to institutions 
after being convicted of felonies, a figure 
more than seventy times that for the older 
age group. There have been no appreciable 
changes in the relative crime rates of the 
various age groups since 1940. 

In Chapter 6, “Sociological Aspects of 
Mental Disorders in Later Life,” Professor 
H. Warren Dunham, Sociology Department 
of Wayne University, Detroit, Michigan, 
makes the observation that the attempt to 
cope with mental disorders of later life on 
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the preventive level suggests two prerequi- 
sites. One, that there is a need for a cul. 
tural reorganization of our familial and 
economic institutions which will provide 
not only the appropriate physical security 
for the old-age period as well as other life 
periods, but also the assurance of continued 
emotional satisfactions during the later 
years of life, and that secondly, there js 
need for our educational process to mold 
personalities who will find it easy to “ad- 
just to a world that may never again know 
the stability of past epochs.” 

A valuable contribution is made by Dr. 
Nolan D. C. Lewis, director of research in 
neurology and psychiatry in the New Jer- 
sey Department of Institutions & Agencies, 
in Chapter 18, “Mental Hygiene in Later 
Maturity.” Here again we are told facts 
that are well known but that can and 
should be repeated—namely, that aging is 
a normal biological process, but is usually 
hastened, or modified in some fashion by 
abnormal trends “incident to life in a 
quantitative or qualitative relationship, 
trends which are sometimes not readily 
distinguishable from normal senile devel- 
opments.” 

At the time when Cicero wrote his essay 
on old age, “Cato Major,” the average life 
expectancy at birth for a Roman was but 
23 years, and according to the _infor- 
mation available, the average life ex- 
pectancy increased very slowly during the 
next nineteen hundred years. By 1850 it 
was about 40 years in the New England 
states, and by 1900 it had increased to 48 
years for the United States. Owing to the 
advances in medical and other sciences, the 
rise in life expectancy at birth has been 
rapid and today it exceeds 68 years. It is 
estimated that there are over 13,000,000 
persons of 65 years or over in this country 
today; and our experts in the field predict 
that if the increase continues at its present 
rate, this age group of our population will 
more than double in the next 40 years. 
This increase in longevity will either be- 
come a social evil, destructive to national 
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economy, or will be made a valuable asset 
through more wisely laid plans to utilize 
the potentialities of the elderly. 

In the last chapter, by Dr. Edward J. 
Stieglitz, consulting internist at the Subur- 
ban Hospital, Bethesda, Maryland, again 
we are told what so many social workers 
and others who have the problem to deal 
with know so well, that the aged are un- 
comfortable in the household of their chil- 
dren. They are aware of their uselessness, 
recognize that they are as a rule intruding, 
feel guilty over being an economic burden, 
and bitterly resent their loss of independ- 
ence and the privilege of making their own 
decisions. The members of the younger 
generation as a rule naturally resent the 
obstacle to their freedom of activity and 
their social life, as well as the additional 
economic burden, but, having been brought 
up to feel grateful and obligated to their 
parents, are beset by guilt. This guilt often 
leads to absurd overcompensation in the 
form of “extreme solicitude.” Adults as a 
rule “love their aged parents but do not 
like them.” Not until people become aware 
of the terrible psychological price being 
paid by both generations will the nation 
create the needed facilities. At present, 
facilities are grossly inadequate. 

Dr. Stieglitz tells us that here is one area 
in which psychiatry and social sciences, 
working co-operatively, can do a great deal. 
For example, there are no reported analyses 
of the desires and tastes of the aged. As a 
result, no one has the slightest notion just 
what sort of homes for the aged is most 
appropriate. Young people have planned 
the present homes, yet we might assure 
much greater happiness for the aged if we 
tried to fit the shoe to the foot rather than 
force the foot into the shoe. 

All in all, the book is valuable and should 
be read by social workers, religious leaders, 
and above all, by board members. It is 
later than we think. 

Puivip L. SEMAN 
University of Judaism 
Los Angeles 
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THE EcONoMIC STATUS OF THE AGED. Peter 
O. Steiner and Robert Dorfman. Berke- 
ley and Los Angeles: University of Cali- 
fornia Press, 1957. 296 pp. $5.00. 

A significant contribution to understand- 
ing the economic problems of the aged, 
which recognizes the aged are often sup- 
ported not only by public and voluntary 
programs, but by submarginal living and 
human suffering. Carefully planned re- 
search documents the major sources of 
economic distress: widowhood, illness, and 
obsolescence of skills. 

Suggested solutions recognize that prob- 
lems of the aged cannot be divorced from 
those of the living. The aged widowed 
need employment opportunities when in 
their 40’s and pension plans should expand 
survivor's benefits; social security retire- 
ment tests need to be relaxed to encourage 
continued partial employment. A “must” 
study for all social workers interested in 
fundamental planning. R. M. 
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PROFESSIONAL EDUCATION 


for men and women 
Leading to the Master of Social Work and 
to the Doctor of Social Work Degrees 

The Master's Degree may be earned 
with either the Work-Study Pro- 
gram (Plan A) or the 2 year full- 
time program (Plan B) 

The Doctorate program emphasizes 
teaching, research, and administra- 
tion 
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HEALTH AND MEDICAL CaRE IN NEW YORK 
Crry. A report by the Committee for the 
Special Research Project in the Health 
Insurance Plan of Greater New York. 
Cambridge, Mass.: Published for The 
Commonwealth Fund by Harvard Uni- 
versity Press, 1957. 275 pp. $7.50. 


The Health Insurance Plan of Greater 
New York (HIP) went into operation in 
1947. As a prepaid medical care plan for 
families of moderate income with services 
rendered by physicians in group practice, 
accenting prevention, and compensated by 
capitation payments rather than fees, it was 
launched without answers to innumerable 
questions concerning the need and demand 
for medical services and the probable effect 
of such a program on the participants. 
Some partial answers are now suggested 
in this data-rich book based upon experi- 
ence in operating the plan from 1948 
through 1951, and from a parallel study 
of a 4,000 household sample drawn to 
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Socal Case Work 


Annual Social Work Institute 
March 31 to April 4, 1958 


For all information write, Dean 
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264 Bay State Road 
Boston, Mass. 
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represent the Greater New York Area, 
The report is organized around two gen. 
eral questions: the need for medical care 
by different population groups, and the 
volume and kind of medical services uti- 
lized by persons covered by the plan as 
compared with services sought and received 
by similar persons not so covered. 

An early chapter compares HIP enrollees 
with the Greater New York sample on gen- 
eral demographic characteristics. There are 
major chapters on insurance status of house. 
hold members, physician contracts, mor- 
bidity, disability and medical care, hospital 
experience, and preventive health services. 
An appendix sets forth the carefully de- 
veloped schedules used, the sampling de- 
sign, a note on methodology, comparisons 
with other sources of data, and finally the 
titles, stub and spanner captions of 146 
detailed statistical tables available to quali- 
fied persons for study in the HIP office. 

As a report of a substantial and well- 
advised study, this book contains a wealth 
of data not heretofore available on the 
demand and use of medical services by 
samples large enough and well-enough 
drawn to be useful. References to meth- 
odological problems and solutions will be 
helpful to those seeking case material to 
illustrate good study standards as well as 
to anyone planning to obtain similar data. 

The writers hew close to the data in 
their conclusion drawing. While there are 
chapter summaries to help the reader 
handle the heavy diet of factual material 
there is no over-all summary or concluding 
chapter, testimony perhaps to the fact that 
there are no easy answers to the questions 
tackled. Probably no one will or should 
read the book from cover to cover, but it 
commends itself highly to a wide reader- 
ship selectively seeking new and rich data 
on health and medical care. 


WILLIAM E. Gorpon 


Washington University 
School of Social Work 
St. Louts, Missourt 
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THE DYNAMICS OF 
CASEWORK AND COUNSELING 


HERBERT H. APTEKAR e¢ Emphasizing the common 
inheritance of the functional and diagnostic schools of 
thought, this important book attempts to bring the two 
schools together on a new level of theory and practice by 
incorporating many practical ideas based on the author's 
long career in social casework. 


CASEWORK SERVICES FOR CHILDREN 


HENRIETTA L. GORDON e¢ The first book to offer a 
systematic presentation of the seven casework services basic 
to every community's program of child care, CASEWORK 
SERVICES FOR CHILDREN covers these services from all 
three sides: the child, the parents, and the caseworker who 
represents the community. 


SOCIAL GROUP WORK PRACTICE 


GERTRUDE WILSON and GLADYS RYLAND « Writ. 
ten particularly for the use of students in the schools of 
social work, but valuable for all who work with groups 
in any capacity, this book describes the knowledge and skill 
the social worker needs in order to make creative use of 
the social process in groups. 


COMMUNITY ORGANIZATION PRACTICE 


CAMPBELL G. MURPHY @¢ Written by a man experi- 
enced both as a teacher and as a professional social worker, 
this text discusses in detail what is involved in knowing the 
community's social resources, in determining its needs, and 
in using imagination and judgment in helping the com- 
munity to match its resources to its needs. 
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WorkKsHoPs FOR THE DisABLED—A Voca- 
TIONAL REHABILITATION Resource. Ed- 
ited by Edward L. Chouinard and James 
F. Garrett. Washington, D. C.: U. S. De- 
partment of Health, Education, and Wel- 
fare, Rehabilitation Services Series 371, 
1956. 167 pp. 60 cents. 


A useful pamphlet of current thinking 
with varied information about sheltered 
workshops and their relation to the dy- 
namic field of rehabilitation with its emer- 
gent professional self-awareness. Various 
types of workshop goals and operations are 
defined and described, but information is 
general and often represents the particular 
viewpoint of each article’s author rather 
than generally accepted practice of the field. 
Individual reports stimulate the imagina- 
tion: workshop adaptation in hospitals, the 
recurrent “pendulum” concept for psychi- 
atric clients who return to the shelter, and 
experimental programs for work adjust- 
ment. Not an organization manual, the 
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booklet describes a rapidly changing field 
of service which is long on experimentation 
and short on standardization. R. M. 


Fee CHARGING FOR ADOPTION, CHILD PLAcer. 
MENT, AND MATERNITY CARE IN New 
York Crry—A Survey oF CurRRENT 
PoLicies AND Practices. New York: 
Community Council of Greater New 
York, 1957. 50 pp. $1.00. 


One of the most comprehensive com- 
munity studies to date of fee charging 
policies and practices in voluntary agencies, 

This study focuses attention upon two 
major community problems: (1) families 
in similar economic circumstances pay 
grossly different fees for similar services 
depending on the agency applied to (quality 
was not evaluated); (2) fee charging for 
child welfare services is affected by govern- 
ment reimbursement policies for foster care 
in New York City (nine out of ten children 
in foster care are supported in part at least 
by public funds). R. M. 





RICHMOND PROFESSIONAL INSTITUTE 
of the 
COLLEGE OF WILLIAM AND MARY 
—— 
SCHOOL OF SOCIAL WORK 
—O— 
Graduate Professional Education 


Leading to the Degree of Master 
of Science in Social Work 


Fall Semester Begins September 10, 1958 


Applications now being received. 
Catalogue will be sent on request. 


For further information, write to 


The Director 
800 West Franklin Street 
Richmond 20, Virginia 








The 


Casework Relationship 
By Felix P. Biestek, S.J. 


The first conceptual analysis of 
the casework relationship that has 
been attempted, helpful in the train- 
ing of students and of an agency 
staff. The author is director of field 
work and associate professor of case- 
work in the School of Social Work, 
Loyola University, Chicago. 


Cloth, x + 149 pages, $3.00 


Loyola University Press 
Chicago 13, Illinois 
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CAUGHT SHORT 


What! No book reviews? 

ANDREW M. ANDERSON 
Ventura, California 
[Not in July. Lots of book reviews in Oc- 
tober—Ed.] 


MORE ON RELIGION 


May I extend my thanks to Dr. Hager for 
his provocative and timely article entitled 
“Religion, Delinquency, and Society” in the 
July issue. 

To be sure, there is room for disagree- 
ment with Dr. Hager on specific points; 
however, in the main, it seems to me that 
his article highlights a few delicate but 
highly important questions which have 
been sloughed off too quickly of late. Fur- 
thermore, it is in line with what is hope- 
fully a gradual re-awakening of interest in 
the kind of individual freedom which has 
helped to make America great. 

I should be disappointed if Dr. Hager’s 
major theme did not meet with the general 
approval of the NASW membership. 

Howarp Hus 
Family & Children Service Association 
Dayton, Ohio 


I read with interest and concern the article 
“Religion, Delinquency, and Society” by 
Don J. Hager which appeared in the July 
1957 issue of SoctaL Work. I felt that this 
article raised some needed questions con- 
cerning the relationship between religious 
institutions and the public welfare services 
interested in the welfare of our delinquent 
youth. It seemed to me that the author of 
this article was dealing with more than 
the surface objectives of the problem under 
discussion. The deeper issue was alluded 
to by the author himself when he said, 
“What is deserving of examination are the 
various assumptions concerning the rele- 
vance of institutional organization of re- 
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ligion to the theory and practice of reha- 
bilitative social work in public agencies.” 

The care with which the author deals 
with the conflicts implicit in his discussion 
reflects a basic fear so prevalent in social 
work practice and discussion toward the 
examination of the relationship between 
the assumptions of the philosophy of social 
work and the basic assumptions of con- 
temporary faiths. This is revealed in his 
statement, “The foregoing observations are 
not intended to deny the value of religions 
in giving meaning and purpose to human 
life’ whereas he vigorously attacked the 
value of religion when he suggests “There 
is no body of theory that suggests that such 
requirements are necessary for diagnosis 
and treatment even though most would 
subscribe to the possible importance of 
religious values in the life of the indi- 
vidual.” It is questionable to me as to 
whether the author really subscribes to 
the “possible” importance of religious 
values in the life of the individual. The 
fact however of the growing tension be- 
tween the philosophy of social work and 
the insights of contemporary faiths must 
be faced and dealt with if each of a num- 
ber of points of view is to make its con- 
tribution to the other. Such attempts as 
this article offer the possible achievement 
of such exchange. 

It seems to me that the author in true 
social work fashion writes this material 
from outside the faith perspectives of 
contemporary sectarian groups. He, too, 
writes however from a sectarian position 
of sorts whose fundamental assumptions 
in relation to the meaning and purpose 
of life in an ultimate sense needs to be 
grasped. That “secular society” has as- 
sumptions which in a sense make it sec- 
tarian must be understood if one is to be 
more than naive. I wonder whether the 
author might not focus on how we can use 
the insights and understandings of the con- 
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temporary faiths in relationship to the 
welfare of delinquents rather than to pro- 
pose the withdrawal of sectarian interest 
in and for delinquent children. We must 
accept the many excellent criticisms he 
makes of the current understandings of the 
many sectarian groups interested in delin- 
quents and accept too the problems and 
confusions which are involved in the rela- 
tionship of faith to social welfare. But we 
need to ask ourselves whether we really 
are not rejecting the use of a social force 
which is perhaps one of the most effective 
tools (religion is seen as a tool or social 
force from outside the faith) at our com- 
mand. The relationship of religion to 
morality is a problem in contemporary 
society. It is true that much that passes 
for faith is “in support of the status quo.” 
But the same charge can be leveled against 
much that passes for contemporary social 
work practice. This author sees religion 
as a “source of sanction to sustain, control, 
and perpetuate socially defined standards 
of conduct.” Every philosophy does in- 
volve some of this but so does social work 
philosophy. . . . 

The crucial issue here is whether the 
philosophy of life and its fundamental 
assumptions which the author implies will 
provide something better than the assump- 
tions underlying the contemporary faiths. 
The tenets of these faiths are important 
and need to be respected insofar as the 
welfare of children is concerned if one 
really takes them seriously. In matters 
pertaining to the welfare of children, can 
we really act on behalf of each child irre- 
spective of race, religion, ethnic status, and 
social class position? Or ought we to act 
on behalf of the welfare of each child, 
understanding and taking into considera- 
tion his religion and the other factors 
because we ourselves have faced ultimate 
questions of life and so recognize the deep 
significance of faith to each life. 

Rosert M. ArRMsTRONG, MSW 
Erie Neighborhood House 
Chicago, Illinois 
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MIDDLE GROUND IS IMPOSSIBLE 

I read with deep interest the article by 
Florence Sytz entitled ‘“Desegregation: 
One View from the Deep South.” My com. 
ment is based on more than a decade of 
work with a regional agency in the South, 
a degree in law as well as social work. 

I think we social workers get all tangled 
up when we get legalistic on the issue of 
segregation. The chairman of the Citi. 
zens Council for our state put it clearly, 
as reported in the press, when he stated 
that when our laws interfering with the 
Supreme Court desegregation edicts run 
out, Louisiana will just pass new ones. In 
other words, when legislation is knocked 
out as being unconstitutional, our state 
will counter with new prosegregation legis. 
lation. This process can go on for many 
years. He mentioned that a decade of such 
activity will do the job of convincing the 
Supreme Court to reverse itself again. | 
believe social workers are not expert 
enough to combat this process on a legal 
level, nor is it our job. 

I also fee] that finding a middle ground 
on the sharp issue of desegregation in the 
South is next to impossible in the present 
climate here. There are only two camps 
allowed, either for or in opposition to the 
White Citizens Councils. The opposition 
has not taken extreme viewpoints, since 
responsible people recognize that progress 
toward desegregation must be gradual. 

Where does this leave the social worker 
who lives in, likes, and earns his living in 
the South? Certainly we believe in, and 
cannot deny the existence of the national 
policy of our professional association which 
fights second-class citizenship for anyone. 

However, at this point our contribution 
should be on a study level. We in the South 
should have the courage to set down in 
writing and publish the psychological and 
social meaning of segregation on minority 
groups, on them as individuals and as 
members of families. . . . 

SANFORD WEISS 
New Orleans, Louisiana 
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COMMENTS ON DELINQUENCY ARTICLES 
In examining the recent articles related to 
delinquency, I found some differences in 
comparing them with my own experience 
in direct work with adolescent delinquents 
and their parents. 

My experience, except for dire neglect 
(skid-row derelict) cases, has shown that 
most parents of delinquents are striving for 
the same set of ethics, values, and standards 
that social workers have. One certainly 
finds in these families personality and 
parent-child problems which are directly 
and indirectly a key factor in the delin- 
quent behavior of the children. These 
parents and their children, J feel, would be 
very disappointed and feel they are not un- 
derstood if we failed as social workers to 
help them in their efforts to achieve a more 
acceptable social adjustment. This is what 
brings most of these families to an agency 
for help. Except for minor exceptions, 
even the families that are ordered to obtain 
help for their sons, have motivation in the 
same direction. For example, the most fre- 
quent comments one hears from these 
families are, “Help me get my boy to attend 
school; do his homework; keep his room 
neat and clean; maintain regular hours; 
etc.” 

I also would like to raise some question 
about the criteria used in labeling social 
workers a middle-class group as contrasted 
to delinquents in the lower-class group. My 
experience has shown that except for the 
criteria of education, and this is not always 
true either, a great many of these families 
meet us on equal “class lines,”—except for 
the so-called “underprivileged cases." Many 
of them have higher incomes and better 
homes than we have. For example, these 
parents are carpenters, plumbers, painters, 
bricklayers, teachers, etc., and in many in- 
stances have higher incomes than most of 
our social work staff. “Middle-class” cul- 
ture has no monopoly on values, ethics, or 
standards. HARRY PANNOR 
Jewish Big Brothers Association 
Los Angeles 
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PREPAREDNESS? PREVENTION? 


Mary McCormick has written effectively in 
behalf of a close alliance between social 
workers and the civil defense organization. 
Because I disagree with her contention that 
we “should feel a sense of obligation” in 
this regard, I am moved to write in oppo- 
sition. 

A basic assumption of the civil defense 
proponents is that there would be some- 
thing to defend in case of all-out nuclear 
warfare. The top leaders of the major 
powers, in their saner moments, seem to 
question this seriously. For this reason, I 
cannot look on the program as prepared- 
ness. Though there may be use for such 
planning in natural disasters, the definition 
of civil defense in the Act clearly points to 
enemy attack. Because of the possible 
value in case of flood or tornado, I would 
have no quarrel with civil defense if it were 
merely useless in terms of nuclear warfare. 
But I see it as extremely destructive. 

In the name of danger, measures are 
taken which are alien to individual liber- 
ties and encourage the authoritarian per- 
sonality. The similarities to McCarthyism 
are obvious. Perhaps it is no coincidence 
that both phenomena appear at a time 
when people are seeking to meet a general 
feeling of anxiety by focusing on simple 
solutions. 

More subtle is the tendency of those 
promoting civil defense to substitute “will” 
for “would” in discussing the possibility of 
attack. Whether or not deliberate, this 
shift in language gives people a feeling of 
inevitability. As this feeling spreads among 
Americans, we concentrate less on positive 
programs of prevention and become rigid 
in our international relations. Thus the 
very efforts to “do something” about the 
danger of nuclear warfare may actually 
hasten the danger. 

I agree with Miss McCormick that social 
workers have an obligation to make their 
special competence available where and 
when needed. But we must reserve the 
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right to define the need. Failure to do 
this would be the worst kind of immorality, 


WiLiarp C. Ricnay 
Chicago, Illinots 


ON “‘SCUTTLING”’ SOCIAL ACTION 


I read with much interest Dr. Greenwood’ 
article in the July issue entitled “Attributes 
of a Profession.” I appreciate the several 
contributions he has made to examining 
the sociology of social work and of the social 
work profession. 

My ears perked up, however, when at the 
end of his article I read: “Extrapolations 
from the sociologists’ model of the profes 
sions suggests a reality basis for these fears 
(i.e. ‘social workers might have to scuttle 
their social-action heritage as a price of 
achieving the public acceptance accorded a 
profession’).” I will concede initially that 
I have a sort of vested interest, I suppose, 
in the social action role of the profession 

However, when one draws an anal- 
ogy, it is important to be sure of the simi- 
larities of the things compared. Certainly 
there is not too much logic in comparing 
the social work profession with the bar or 
medicine as long as most of the practitioners 
in these professions continue to be entre- 
preneurs whose success may be measured 
more by their income than their profes- 
sional achievements. 

Because of their high social status or per- 
haps to protect it, the influence of lawyers 
and doctors on public social policy is sub 
stantial. Lawyers achieve this in part by 
infiltrating our legislative bodies, while the 
organized medical profession enjoys a sort 
of veto power on all matters of disease and 
health. 

Key elements of these professions do not 
subscribe to dynamic passivity. Lawyers 
defend members of the Communist Party 
on the one hand and endorse the Bricker 
Amendment on the other. Doctors battled 
Blue Cross, the Social Security Disability 
Amendment, but on the other hand take 
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Letters 


on the tobacco industry and even the public 
relations industry on the cancer-producing 
effects of cigarette smoking. 

I think most of us would concede that the 
social work profession occupies a status not 
too dissimilar from such other professions 
as nursing, teaching, and librarianship. 
It is of interest to note that these latter three 
professions all have expressed social con- 
cerns beyond those immediately affecting 
the earning of a livelihood and extension of 
the services in the field they render. I have 
noticed, for example, that all three of these 
professions seem to concern themselves with 
civil liberties and civil rights, with interna- 
tional programs, and with preventive meas- 
ures that might be presumed to cut down 
the need for the services of their particular 
profession or enable the profession to func- 
tion more effectively because of the ameli- 
orating effect of certain mass measures. 

Finally, I have often wondered whether 
the decline in the attractiveness of public 
school teaching to young people does not 
represent some relative decline in the status 
of that profession, granting of course that 
the status of superintendents of schools who 
are more managers than educators, seems to 
be rising continuously judging by the sal- 
aries offered. As I wonder along these 
lines, I have noticed that it may be possible 
that all of us in the human services profes- 
sions are dealing with a general lack of in- 
terest on the part of young people in these 
professions. I do not know what all the 
factors are in this general lack of interest, 
but some of them might be inadequate 
financial rewards, the dramatic emphasis 
that has been placed upon the cosmic 
nature of the physical sciences, and perhaps 
a degree of doubt on the part of these young 
people as to the effectiveness of systems that 
rely too much on the one by one, person 
by person road to salvation and adjustment. 
If unaided by large-scale approaches, this 
may seem too long and inadequate a process 
to many of these young people. 

Rupo.ipu T. DANSTEDT 
Washington, D. C. 
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NEW 
UNDERSTANDINGS 
OF LEADERSHIP 
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CHARLES E. HENDRY 


Here are new, revitalized insights on the nature 
and meanirg of leadership, distilled from more 
than a hundred different studies on human rela- 
tions, individual and social psychology, psychiatry, 
psychodynamics, sociology, social group work, 
group dynamics and business management. 


Translating into functional terms the essence 
of scientific findings and philosophic views on 
group leadership, the authors— 

@ bridge the gap between the leadership methods 
of the practitioner and the findings of the 
theoretician and researcher 

© give new direction and practicability to leed- 
ership selection and training 


Part I of the book identifies and examines the 
major viewpoints and theories of leadership with 
a discussion of leadership: as traits within the in- 
dividual leaders, as a function of the group, and 
as a function of the situation. 


Part Il deals with the requirements of leader- 
ship in terms of personality, skill (what the 
leader must be and do) and group factors affect- 
ing leadership. 


Part III considers the var- 
iables in the icader’s role 
(president, professional 
leader and executive )—and 
is an application of the find- 
ings of research in practical 
situations. A tentative lead- 
ership development program 
with some assertions about 
leadership selection and 
training are included. 
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Where to Get It and How to Use It in Counseling and in Teaching 
By ROBERT HOPPOCK, New York University. 531 pages, $6.75 


ape in course traning counselors fr schools and fo train all thse to "whom people Turn when 
want facts about jobs. It is the first book to cover, in one volume, the three aspects of 
the subject, i.e., where to get occupational information; how to use it in counseling; and how 
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HERBERT SANDERSON, Vocational Counseling Service, University of Buffalo. 
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to help students and practicing counselors familiarize themselves with the fun- 
steinied in educational and vocational counseling. It covers practical and theoretical 
aspects ean subject as Pond 5 ro in working with edolescents and adults. The author dis- 
cusses the perchologial fares mpt the client to seek vocational help, difficulties en- 
countered in enteri woe eek ae counseling process itself, the role of the counselor 
and his psychologica pens ype. apa A phase. 


METHODS OF GROUP PSYCHOTHERAPY 


By RAYMOND J. CORSINI, ?h.D., University of Chicago. 256 pages, $6.50 
Here is the first general introductory text in the field. It covers history and theory as well 
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as the actual practices of psychotherapy. The book is intended for itioners and students 
of therapy and is directed to teachers, social workers, and all who deal with groups 
in ie Geek Sevacl ‘Senne mn is given to group psychoanalysis, non-directive group 


therapy, Adlerian Family Seamed a see Psychodrama. 


SUCCESSFUL CONFERENCE AND 
DISCUSSION TECHNIQUES 


HAROLD P. ZELKO, The Pennsylvania State University. 264 pa $5.00 
Tout edition available). a 2 


—. text cussing, the sieve of conferences and discussions as working manage- 

in all forms of organizations. An excellent analysis of the group process, it 
deseribes the parts played by the leader and participants reapectivay Those who want to lead 
‘conference or who want to know how to e themselves more effectively in discussion groups 
will benefit greatly by this book. 


HOW TO BE A SUCCESSFUL LEADER 


By A. URIS, Editor, Research Institute of America. 238 pages, $3.75 


A agg yen! practical method for appraising and mastering leadership. Points out and an- 
alyzes 3 basic techniques—autucratic, democratic, and free rein—and tells when to use which 
in dealing with individuals, groups, situations, etc. Shows you how to remove mental road- 

between leader and followers . schedule work delegate responsibility 
. take increased responsibility in stride. Contains numerous self-analysis and evaluation 
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